of the Michigan State Medical Society 





Volume 54 January, 1955 Number | 





TN 
































| Rheumatic Fever Control | 


Agnew * 
~~ ‘ 











What The Heart Association Does ... 
* For The Practicing Physician. (see rac | 


a -.. 








for the epileptic 














D I LANT I N° S O D - UM (diphenythydantoin sodium, Parke-Davis) 





lanys 
ro" 
VLCLIIUC e 


DILANTIN Sodium is supplied ina 


variety of forms -=- including Kapseals® 





of 0.05 Gm. (% gr.) and 0.1 Gm. (1% gr.) 


in bottles of 100 and 1,000. 





greater independence - 








P: Sanke, QT, Company 


DETROIT, MICHIGAN 





“These tablets 


keep the swelling down 


. all day long.” 


TABLET 


N HYDRIN 


BRAND OF CHLORMERODRIN 


NORMAL OUTPUT $OD I! WATER 


Individualized daily dosage of NEOHYDRIN -=-1 to 6 tablets a day as needed -- 
prevents the recurrent daily sodium and water reaccumulation which may occur 
with single-dose diuretics. Arbitrary limitation of dosage or rest periods to 
forestall refractivity are unnecessary. Therapy with NEOHYDRIN need never 
be interrupted or delayed for therapeutic reasons. Because it curbs sodium 
retention by inhibiting succinic dehydrogenase in the kidney only, NEOHYDRIN 


does not cause - Side actions due to widespread enzyme inhibition 


h e 
in other organs Prescribe NEOHYDRIN in bottles of 50 tablets. 


There are 18.3 mg. of 3-chloromercuri-2-methoxy- 
Ma propylurea in each tablet. 


Leadership in diuretic research 
LAKESIDE LABORATORIES, INC-MILWAUKEE 1, WISCONSIN 


oe JMSMS 
Say you saw it in the Journal of the Michigan State Medical Society 








THE JOURNAL 


of the Michigan State Medical Society 


VOLUME 54 


JANUARY, 1955 


NUMBER 1 





Contributors to This Issue 











j 


a 


ai 


B. P. Cotcocx, M.D. 





CAMERON HalGHT, 
M.D. 





F. W. Nienaus, M.D. 


January, 1955 








Table of Contents 


Coarctation of the Aorta. 
Cameron Haight, M.D., Herbert Sloan, M.D., and 
PY tiseeanie. F.. FOIE Fee one vescecscscccavcesvevisocsoecccosenesess 41 


Factors of Vasoconstriction and Vasodilation in 


Shock. 


Mark Nickersot,, CRA. MD c..ccccsscncosesesoseseseoseessi 45 
Standard Management of Myocardial Infarctions. 
Herman H. Tischer, MID. FAC P: oscccscsceessescnseseseose 50 
Alcoholism and Cardiovascular Disease. 
Friedvich W. Neehiaus, S02 .ocisecc.csscesssocscscceuscssvcsevv 54 


The Hemorrhagic States. 
I. The Thrombocytopenic Disorders. 
Fewussell E.. RECT OOM, TED on ccessccessovvessssersonasceosseses 57 


Cardiac Arrest and Its Management in Rural Area 
Hospitals. 
Harry E. Merritt, M.D., and Harold F. 





OOSDCVOM FU assis cio ov edsvsvesnesasecesnsoeecicovessvoberst 72 
Surgical Treatment of Thyroid Diseases. 
Bentley PP. CUBR, RA yiiscciccccescesecosonsdessenstasoasencs 76 
St. Luke’s Hospital Clinico-Pathologic Conference. 
Edited by J. C. Smith, MD.............cscscccccssssvesssess 80, 82 
President’s Message: 
What’s New, Doctor, that You Can Usel................ 85 
Editorial: 
"Ee FOU 36 BOC OUR a caccesicnccccsieoesescnssstisvastebacionse 84 
Federal Legislation—Reinsurance................:.0ccceceeeees 84 
Federal Legislation—Health Insurance for Gov- 
CVIICTE TOTO OD oo ai 5 cssenccstseveesiosonersestentenssenscsevstes 86 
Private Pensions—Reid-Keough-Jenkins .................. 87 
IN I oc an ccaneesic nee deen ee 87 
ae REN Sica cscs basco occ ace deecasseepe tee no ates 87 
TREE AN 556i sock oh Sis otaacasscostg te eee 88 
RO OID iss ook siceccncte cecvee esi ccnceuseesvniens eee ean eneaats 88 
What the Heart Association does for the Practicing 
Physician. 
Froward Ti. SHrGHUe,. BEID>. 5k civccscsesicessssesecsepeap sores 89 
Albert D. Ruedemann, M.D.—Research—A Family 
TREPUNRUAOD.. - sisscenteecsccnvvvcsacedagstsceassmedevemmeseeiinrerccvsre ade 93 
Michigan Clinical Institute—1955: 
A Second Look at Color Television.....................006+ 95 
"Fecal Tee os sins ccco cisco ees. cevsepins coscscsecdeosteveetees 96 
Michigan’s Department of Health... 102 
GORAAE CREDA 5c devcceciss icsgscssdecevsctvesehousesbesssndesseomarmarseel 104 
NNN sc sodiGuccs-nnncesuen ou cesoaeeonvaaninsay cdeeaseuuerontpbenees 106 
PAINE ESR © eases ce ese seen peo anes ech conep acne 108 
Pe Doct 6 Ray iss bcc iessvcssavesssccasscesttccongseevvareossta 122 
Tow an Wome PASM. 6s. cece blnccceAsarerees 8 
PER RE css sensescssneravsrersecensonvnssnnsnpiienisnsesnentmmessvodines 12 
Roster Of Lemislatore— 1990. ssc cccsseccscsevosensusssssnescsnconseote 16 
ARE TUBE 5a 5s cectonpscvcccevercexcavncvesperereoenecs eure Tene 24 
AA: Weetiataaetiets Te tt 08 .oic sia onscecscsesescnncsonnvorcesnsnszeeees 26 
AMA Eighth Annual Interim Meeting..................000 28 
RMON, MONA 5c coc kotreseaccovs cece sce mre -atsremennceres anaes 38 
(Copyright, 1955, by Michigan State Medical Society) 
3 











THE JOURNAL 





of the Michigan State Medical Society 














Herren 


‘WICKLIFFE, M.D 


PUBLICATION COMMITTEE 


VOLUME 54 


JANUARY, 1955 








NUMBER 1 




































Office of Publication 
2642 University Avenue 


Saint Paul 14, 


Minnesota 
















606 Townsend Street, Lansing 15, Michigan 


WILFRID HAUGHEY, M.D. 
610 Post Bidg., Battle Creek, Michigan 


Secretary and Business Manager of THE JOURNAL G. W. § 
L. FERNALD FOSTER, M.D. 
Thorne Bidg., 919 Washington Ave. 


Editor 


Bay City, Michigan 


Executive Director 


WM. J. BURNS, LL.B. 












scripts, 


1955, by 


Michigan 


All communications relative to exchanges, books for review, manu- 
should be addressed to Wilfrid Haughey M.D., 610 Post 
Bidg., Battle Creek, Michigan. 

All communications regarding advertising and subscription should 
be addressed to Wm. J. Burns, 
Pau) 14, Minnesota, or 696 Townsend Street, Lansing 15, Michigan. 
Telephone 57125 


Copyright, 


2642 University Avenue, 


State 


Medical 


Saint 


Society 















Minnesota, as second 


Published monthly by the Michigan State Medical Society as its 
official journal at 2642 University Avenue, Saint Paul 14, Minnesota. 
Entered at the post office at Saint Paul, 
class matter, May 7, 1930, under the Act of March 3, 1879. 
Acceptance for mailing at special rate of postage provided for R Ww SHOOK 
im Section 1103 Act of October 3, 1917, authorized August 7, 1918. i 


E. = ZEMMER. 


OFFICERS OF THE SOCIETY 





‘tiinbiadicscant Charlevoix 
se Detroit 1954- 1955 
cvseossconsconscossccese Lansing = President ............s+sses0-0---R. H. BAKER, M.D... ..Pontiac 
Saginaw — President-Elect... ..W. S. JONES, M.D... ~. Menominee 
8 Secretary....... a8 “FERNALD FOSTER, M.D... Ls sasanseaioetoae Ba ee | 
Calumet soenguree wane WM. A HYLAND, M d 
SPOAKCT-.-.nccoesoereoncncesoreece J ‘ AT BT. sscesnnsseesenumnaneal int 
tce Speaker.............00-.- Pa 8 SS Lansing 
Editor AIOE: WiLFRID HAUGHEY, M.D............ Battle Creek 
WILLIAM BROMME, M.D., Chairman, Detroit 
H. B. ZEMMER ice Chairman, Lapeer 
L. FERNALD FOSTER, M.D., Secretary, ay City Term 
District xpires 
ARCH WALLS, M.D.....ccccocccccsssscess Rc ssnina TEN: 1956 
R. S. BREAKEY, | ae . NS ae 1955 
MAAGLE, M.D ).cccoccccccscescccee ae: Klan SS ae = 








SRE President-Elect 









President 


pea er 





{. RES Vice-Speaker 
ERNALD FOSTER. _ i Secretary 





Treasurer 





== a. Committee 


ae Chairman County Societies Committee 

















































t 


; Speak er, legates 
Yearly subscription rate, $6.00; single copies, 60 cents. Additional c& OHNSON. OP emmmaiananans. Vice Speaker, _ of Bee ee clegates 
postage; Canada, $1.00 per year; Pan-American Union, $2.50 per e z. JONES’ MD - apeeeat 
‘ “aap Geta 6—6h[U Uh) UCU ee. resi 
gears Versign, S550 per your. 1, FERNALD’ FOSTER, MDa ocrnewonron Secretary 
PRINTED IN U.S.A. ae 3 | RES. Treasurer 
SECTION OFFICERS 
© tee [ tite Radiology, Pathology, Pediatrics 
bBo geecrorsseoucecoeenecencccens Anesthesiology Harold B. Rothbart, M.D............... Detroit 
I. a M.D.. Grand Rapid : Chairman 
TINK, NDI. ge0-rereereereeee rand Kapids et a ef Grand Rapids J. E. Webber, M.D.,Q....0:.:- Grand Rapids 
Secretary Chairman (Rad.) " Secretary Msi 
op, Suge oF Cpe, ~~ nomena Detroit 
- D. Benson _ CREE Detroit 1ce airman nes 
Chairman pone C. Allen Payne, M.D....... Grand Rapids Urology 
ioe | ae Grand Rapids Secretary (Path.) D.}:; ae Detroit 
‘ airman 
General Practice We Bem, a anceniccsssecccssscccsa Detroit 
J. | a gg ee ~ b on Rice, RE Jackson Secretary 
Chairman path ~yben p 
Pesdinane Gaensbauer, M.D........... Pontiac Mh MDa nneseessseesseseenn Detroit Public Health and 
thdeemies Preventiva Medicine 
o PemaatelsgY rt Syphiclogy ' Ophthalmology and CA. Neafie, M.Dencnnuo-nann-Pomtineg 
C. ° 1 .D @ peercccccscccccccoses e roi airman 
Chairman Otolaryngology W. B. Prothro, M.D..........Grand Rapids 
Copa Mopper, M.D..,........0.0000+ Detroit A dh an a “ lesceuscessosnecceqncsonsrecd Detroit Secretary 
ecretary airman to e 
egg and Proctology ee  - (Optic) pein ania Nervous and Mental Diseases 
Burke, MM.D......cerreccecsecsesenes Detroit J. D. Flynn, M.D............... Grand Rapids K. C. Nickel, M.D.......-.s:000 Grand Rapids 
Chairman . Secreter (Oto.) Chairman es 
James A. Ferguson, M.D.....Grand Rapids G.H Sihaoe i Grand Rapids I. A. LaCore, M.D.....ccc.cccccccsscesesee Ypsilanti 
Secretary Gian (Ophth.) Secretary 
Delegates Alternates 
W. A. Hyland, M.D., Chairman........1955 a 1955 
W. D. Barrett, M.D. scoesose lh OD eS ae SER renee ere 1955 
oo ees: 1955 “Sy ee 1956 
W. H. Huron, M.D. wesveeed Oe * 2 ee Re re 1955 
R. A. Johnson, M.D. scorns ne Section Delegate Se ef errr 1956 
R. L. Novy, M.D...... ...1956 G. C. Penberthy, M.D.................. Detroit CTE, Ga, Ba sicicittitninnn 1956 














SD The Best Tasting Aspitin <S) The Flavor Remaing Stable S) Bottle of 24 tablets I5* 
you can prescribe down to the last tablet (2+ ges. each) 


We will be pleased to send samples on request 
THE BAYER COMPANY DIVISION of Sterling Drug Inc., 1450 Broadway, New York 18, N.Y. 


January, 1955 
Say you saw it in the Journal of the Michigan State Medical Society 








COMMITTEE TO MEET WITH THE UNIVERSITY 
OF MICHIGAN 


B. M. Harris, M.D., Chairman 220 Pearl, Ypsilanti 
R. H. Baker, M.D. 1110 Peoples Bank Bldg., Pontiac 
William Bromme, M.D 10 Peterboro, Detroit 
L. Fernald Foster, M.D. 919 Washington Ave.. Bay City 
W. S. Jones, M.D. 1146 Tenth Ave., Menominee 


LIAISON COMMITTEE WITH MICHIGAN 
STATE PHARMACEUTICAL ASSOCIATION 


J. D. Miller, M.D., Chairman Metz Bldg., Grand Rapids 
C. G. Clippert, M.D. : Grayling 
C. W. Colwell, M.D. 706 Citizens Bank Bldg., Flint 
E. G. Merritt, M.D. 10 Peterboro, Detroit 
G. H. Rigterink, M.D. 2424 S Park Ave., Kalamazoo 


PERMANENT CONFERENCE COMMITTEE 
WITH MICHIGAN HOSPITAL ASSOCIATION, 
MICHIGAN LEAGUE FOR NURSING, AND 
MICHIGAN STATE NURSES ASSOCIATION 


E. M. Vardon, M.D., Chairman 12897 Woodward Ave., Detroit 
M. W. Buckborough, M.D. South Haven 
E. G. Merritt, M.D. . 10 Peterboro, Detroit 
J. D. Miller, M.D. Metz Bldg., Grand Rapids 
G. J. Moriarty, M.D. 770 Fisher Bldg., Detroit 
J. A. Witter, M.D. 344 Glendale Avenue, Detroit 


COMMITTEE ON AWARDS 


L. Fernald Foster, M.D., Chairman....919 Washington Ave., Bay City 
oe Haughey, M.D. 610 Post Bldg., Battle Creek 
Ww. Jones, M_D. 1146 Tenth Ave., Menominee 


COMMITTEE ON BLOOD BANKS 


W. A. Stryker, M.D., Chairman....Wyandotte Gen. Hosp., Wyandotte 
W. B. Cooksey, M.D. 62 W. Kirby, Detroit 
A. A. Humphrey, M.D. 914 Security Bank Bldg., Battle Creek 
Hazel R. Prentice, M.D. 458 W. South Street, Kalamazoo 


COMMITTEE ON COURSES ON MEDICAL 
ECONOMICS AND ETHICS 


R. W. Teed, M.D., Chairman 215A S. Main, Ann Arbor 
H. B. Barker, M.D. ; 1006 Riker Bldg., Pontiac 
G. L. Coan, M.D. 114 Maple, Wyandotte 
L. Fernald Foster, M.D. : 919 Washington Ave., Bay City 
R. I. McC laughry, M.D. 1401 Rivard St., Detrox 
J. R. Rodger, M.D. Bellaire 


COMMITTEE ON ARBITRATION 


H. Hunt, M.D., Chairman......19431 Van Dyke Ave., Detroit 34 

. K. Hasley, M.D. ..1429 David Whitney Bldg., Detroit 
D. W. McLean, M.D. 1066 Fisher Bldg., Detroit 2 
I. S§. Schembeck, M.D. 1655 David Whitney Bidg., Detroit 
F. P. Walsh, M_D. : ~- Petesbere, Detroit 1 
Mr. J. W. Castellucci, "Adi SOF oosecssssssesessseessseses . Jefferson, Detroit 


COMMITTEE ON NATIONAL DEFENSE 


W. H. Gordon, M.D., Chairman..1102 David Whitney Bldg., Detroit 
W. H. Alexander, M.D. : Iron Mountain 
C. P. Anderson, M.D................... 334 Bates, Detroit 
A. C. Furstenberg, M.D. U. ‘of M. “Medical eo? Ann Arbor 
R. F. Hague, M.D. ee ) E. Court, Flint 
S. W. Hartwell, M.D...... 452 W. Western Ave., Muskegon 
F. W. Hyde, Jr., M.D. (representing Michigan Hospital 
Association ) Grace Hospital, Detroit 
Louis Jaffe, M.D..... 1605 David Broderick Tower, Detroit 
E. F. Kickham, M.D. 9 S. Jefferson, Saginaw 
M. L. Lichter, M.D. 2900. ian Blvd., Melvindale 
ty D. Miller, M.D..... Metz Bldg., Grand Rapids 
B. Prothro, M.D.. 1.303 Tonia Ave., N.W., Grand Rapids 
Ze Ee Schmidt, M.D. I Reynolds Bldg., Jackson 
W. A. Stryker, ae ; "Wyandotte Gen. Hosp., Wyandotte 
Mr. Ronald Yaw (representing Michigan Hospital Association ) 


Director, Blodgett Memorial Hospital, Grand Rapids 


an 





Committees of the Council, 1954-1955 


LIAISON COMMITTEE WITH MICHIGAN 
VETERANS ORGANIZATIONS 


William Bromme, M.D., Chairman 10 Peterboro, Detroit 
R 


. H. Baker, M.D. ; 1110 Peoples Bank Bldg., Pontiac 
G. W. Slagle, M.D. eee: a Gon, Battle Creek 
Mr. J. W. Castellucci, Advisor.... .....441 E. Jefferson, Detroit 


COMMITTEE ON RURAL MEDICAL SERVICE 


B. L. Masters, M.D., Chairman badass ...F remont 
D. C. Bloemendaal, M.D. ESSA Aeterna Zeeland 
W. B. Crane, M.D. i 420 S. Rose, Kalamazoo 
R. C. Dixon, M.D. ee Seed veseeeee PIGEON 
J. H. Fyvie, M.D. : Manistique 
R. A. Johnson, M.D. 7815 E. Jefferson, Detroit 
C. E. Merritt, M.D. ' ; Manton 
E. S. Oldham, M.D. . Breckenridge 
E. S. Parmenter, M.D. : ? Alpena 
R. C. Peckham, M.D. ; : .Gaylord 
J. R. Rodger, M.D. E een Bellaire 
R. W. Spalding, M.D. , . vesseeeweee Obles 
W. F. Strong, M.D. ; ; ....Ontonagon 
O. D. Stryker, M. D. . ‘ : ; _Mt. Clemens 
H. B. Zemmer, M.D....... sas ; .... Lapeer 


COMMITTEE ON ATOMIC AND ALLIED 
PROCEDURES 


L. E. Holly, M.D., Chairman 878 N. Second, Muskegon 
H. F. Becker, M.D................. Route 3, Box 303A, Battle Creek 
O. A. Brines, M.D....... 5 1512 St. Antoine, Detroit 
J. E. Cole, M.D. , 344 Glendale Ave., Detroit 
A. A. Humphrey, M. D. 914 Security Bank Bldg., Battle Creek 
Traian Leucutia, M.D. : nde Peterboro, Detroit 
M. L. Lichter, M.D. ‘ 2900 Oakwood Blvd., Melvindale 
K. - Corrigan, Ph.D., Advisor Harper Hospital, Detroit 
J. J. Grebe, Ph.D., Advisor .....Dow Chemical Co., Midland 
W. L. Mallmano, Ph.D., Advisor. Michigan State Coll., E. Lansing 
W. J. Nungester, M.D., Advisor......Univ. of Michigan, Ann Arbor 
L. L. Quill, Ph.D., Advisor Michigan State College, East Lansing 


MEDICAL PROCUREMENT ADVISORY 
COMMITTEE 


C. I. Owen, M.D.. Chairman Grace Hospital, Detroit 
M. J. Capron, M.D. Me 618 Post Bldg., Battle Creek 
C. HM. Prasts, M.D............ Blodgett Medical Bldg., Grand Rapids 
W. H. Huron, M.D... f ..Iron Mountain 
BE. C. Miller, MLD..........0000..:. ; : 101 W. John, Bay City 
E. A. Oakes, M.D. on ree ne Cente noose aN ITRE LL! Manistee 
x. C. Penberthy, M.D. 1515 David Whitney Bidg., Detroit 
H. H. Stryker, M.D.. ; -Borgess Hospital, Kalamazoo 


SPECIAL COMMITTEE TO MEET WITH 
MICHIGAN SOCIAL WELFARE COMMISSION 


G. W. Slagle, M.D., Chairman......... 140 N.E. Capitol, Battle Creek 
& SO | eee 314 Metz Bldg., Grand Rapids 
Wilfrid Haughey, tS aeeaioniian ......610 Post Bldg., Battle Creek 
L. E. Himler, M.D....... Mercywood Hospital, Ann Arbor 
L. G. Christian, M.D., “Ex officio re mee yd Welfare 
eS ‘ . Joseph, Lansing 


COMMITTEE ON HEALTH AND ACCIDENT 
INSURANCE POLICY CONTROL 


M. A. Darlipg, M.D., Chairman. 
’D.. 


673 Fisher Bldg. B Detroit 
. ey ~ oster, 


‘919 ‘Washington Ave., Bay City 


J. Joseph Herbert. 127 S. Cedar, Manistique 
ad H. Johnson, M.D................ 1116 Michigan National Tower, Lansing 
W. S. Jones, D... : .1146 Tenth Ave., Menominee 


J. D. Miller, —s......... 


é Ri Metz : oe. Grand Rapids 
T. P. Weatte, 32D..................... 


easeciccsabests Calumet 


LIAISON COMMITTEE WITH MICHIGAN 
MEDICAL SERVICE 


J. M. Wellman, M.D., Chairman. 301 Seymour, Lansing 





Fy | eee 1211 Bank of Leasing Bidg., Lansing 
William Bromme, +] _ ; 10 Peterboro, Detroit 
L. C. Carpenter aac. Metz. ‘Bldg. Grand Rapids 
B. M. Harris, “Do AAT TTR Ct. 220 Pearl, Ypsilanti 
W. H. Huron, ans saocosncicsavichscussioneesnabeneabaoeamoetepsmecaeed Iron Mountain 
G. W. Slagle, M.D.... as 140 N.E. Capitol, Battle Creek 
D. B. Witey,, M.D....00.0.0: BEANS See 45310 Van Dyke, Utica 


JMSMS 





oats 


errenes 














COMMITTEE TO CO-OPERATE WITH 
MICHIGAN HEALTH COUNCIL RE 
PERIODIC HEALTH APPRAISAL 





Br i NN IIs cacstss sss vesvicouscsucociaes University Hospital, Ann Arbor 
. G. Bielawski, -;RRaeaRP ETE 1042 a Bldg., Detroit 

B. Cooksey, M.D................ sesceheshuavseguvectsasteceen’ 62 W. Kirby, Detroit 
J. S. DeTar, M.D................... RRA Me MU RE Nea te Milan 
W. M. LeFevre, M.D.........................289 W. Western Ave., Muskegon 
% f. agg M.D...................501 David Whitney Bldg., Detroit 
E. F. Lutz ..13-204 General Motors Bldg., Detroit 
- Mullery, M.D... University Hospital, Ann Arbor 
eS Ok ee U a Hospital, Ann Arbor 
a ee. a) ee ..905 Wildwood Ave., jomren 
(i | RR emrerme ene heen ney amcne CREE, ellaire 
E. F. Sladek, M.D............ .....123 E. Front St., Traverse City 
L. J. Steiner, M.D. ..12636 Chelsea Avenue, Detroit 


HOSPITAL RELATIONS COMMITTEE 


A. H. Kretchmar, M.D., Chairman... 
Raphael Altman, "M.D. : 

. Logie, M.D. 
E. P. Vary, D. 


.608 First National Bldg., Flint 
1052 Maccabees a , Detroit 
833 Lake Drive, S.E., Grand Rapids 
weseeeee008 First National Bldg., Flint 


COMMITTEES OF THE COUNCIL, 1954-1955 


MICHIGAN CANCER CO-ORDINATING 
COMMITTEE 


C.. i. Waprre, T.,. S osose csercteioreestaemensaes 
Blodgett Memorial Hospital, Grand Rapids 
Representing Michigan Division, Inc., American Cancer Society 
a ee a ee eee eee 18975 Muirland, Detroit 
Representing S.E. Michigan Division, yon Cancer Society 
A. Cowan, M. Michigan Dept. of Health, Lansing 
Re presenting Michigan Department of Health 
ee ee | SE ee 673 Fisher Bldg., Detroit 
Representing S.E. Michigan Division, American Cancer Society 
a eee eer 107 Hollister Bldg., Lansing 
Representing Michigan Division, Inc., American Cancer Society 
R. C. Hildreth, M.D 58 W. South, Kalamazoo 
Representing Michigan State Medical Society 
L._E. Holly, M.D.........0-ssscssecessesoosesesnoeres 876 Second St., Muskegon 
Representing Michigan Division, Inc., American Cancer Societ 


W. A. Hyland, rere "Metz Bldg., Grand Rapi 
Representing Michigan State Medical Society 
ee Se ee 1512 Michigan Natl. Tower, Lansing 


Representing Michigan State Dental Association 
MZ. BE, Nelsom,  MDD,....02..-.0--.csecessorssssorseonnes 1067 Fisher Bldg., Detroit 
Representing S.E. Michigan Division, American Cancer Society 
ee ae 2 eee Court House, Grand Haven 
Representing Michigan ay Officers Association 
E. T. Thieme, M.D................: Joseph Mercy Hospital, Ann Arbor 
Representing Michigan iam Medical Society 
J. M. Wellman, _ Sa ere 301 Seymour, 


1 {.D . : Lansing 
Representing Michigan State Medical Society 





This ra has proved able 
to control the disease 
in two-thirds of patients 





with ulcerative colitis, 


who had previously failed to 
respond to standard colitis 


therapy currently in use*. 


* See MORRISON: Rev. of Gastroent., Oct. 1953. | 


PHARMACIA LABORATORIES, 


‘dine 


BRAND OF SALICYLAZOSULFAPYRIDINE 


INC. 


270 Park Avenue, New York 17, N. Y. 





Plainwell 
Sanitarium 


PLAINWELL, MICHIGAN 


Member American Hospital Association 
EDWIN M. WILLIAMSON, M.D. 
Psychiatrist-in-Chief 
Professional care for the nervous 
and mentally ill. 
Telephone 2841 








Restful Six-acre Estate Overlooking the Kalamazoo River 





January, 1955 


You and Your Business 





HIGHLIGHTS OF EXECUTIVE COMMIT- 


TEE OF THE COUNCIL 


Meeting of November 17, 1954 


Sixty-nine items were presented to the Execu- 


tive Committee of The Council at its November 
17 meeting in Detroit. Items of chief importance 
were: 


® Multi-phasic screening tests versus Michigan 


Periodic Health Appraisal plan. The 1954 
MSMS House of Delegates’ action encouraging 
periodic health appraisal by doctors of medicine 
in their private offices was reviewed; a letter 
proposed to be sent to the officers of county 
medical societies was presented by the Commit- 
tee (William Bromme, M.D., R. H. Baker, M.D., 
and L. Fernald Foster, M.D.) and discussed with 
Michigan Health Commissioner A. E. Heustis, 
M.D. The text of the letter, as prepared by 
the Committee, was approved and ordered 
mailed to Presidents, Secretaries and Editors of 
County Medical Societies, together with a copy 
of the House of Delegates Action on the sub- 
ject of periodic health appraisal. 


* Committee reports. The following committee 


reports were presented: (a) Committee on 
Scientific Work, meeting of November 16; (b) 
Michigan Cancer Conference of October 14— 
report of C, Allen Payne, M.D., Grand Rapids, 
Chairman of the Michigan Cancer Co-ordinat- 
ing Committee; (c) Medical Advisory Commit- 
tee to United Health and Welfare Fund, meet- 
ing of October 28; (d) Committee on National 
Defense, meeting of November 3; and (e) Rural 
Medical Service Committee, meeting of October 
28. 

Michigan Rural Health Conference of 1955: An 
official delegate from each county medical so- 
ciety was authorized to attend this conference, 
as in the past. 

AMA Rural Health Conference, Milwaukee, 
February, 1955: Official representation from 
the Michigan State Medical Society was au- 
thorized to attend this meeting. 

Financial report for the period ending October 
31, 1954, and bills payable were presented; both 
were approved and payment of bills was author- 
ized. 

C. G. Jennings, M.D., Detroit, was designated 
as Official representative on the planning com- 
mittee for the Second Citizens Public Health 
Conference of the Michigan Association of 
Health Officers, to be held in Ann Arbor, March 
3-5, 1955. 


® President R. H. Baker, M.D., and Council Chair- 


man William Bromme, M.D., were invited by 





the AMA Council on Medical Service to speak 
at a panel in Miami at the AMA Clinical Ses- 
sion, on Sunday, November 29, on implementa- 
tion of the AMA Program concerning non-serv- 
ice connected disabilities (Veterans Administra- 
tion). 

L. W. Hull, M.D., Detroit, was appointed as 
MSMS representative to the Board of Directors 
of the Adult Education Association of Michigan, 
upon invitation of the Association. 


*G. B. Saltonstall, M.D., Charlevoix, was ap- 


pointed as MSMS representative to attend the 
Fourth Annual Meeting of the American Med- 
ical Education Foundation in Chicago, Janu- 
ary 23, 1955. 

Dr. and Mrs. W. S. Jones, Menominee, were 
tendered a rising vote of thanks for their mag- 
nificent gift of a library of Beaumont books, of 
the era of 1820. This generous gift to the Mich- 
igan State Medical Society will be housed in the 
Beaumont Memorial at Mackinac Island. 
Michigan Clinical Institute. A request of the 
Operating Room Nurse group to hold a con- 
ference, coincident with the 1955 Michigan 
Clinical Institute, was given approval by the 
Executive Committee of The Council after writ- 
ten sanction by the Michigan State Nurses 
Association. 

Panel with two medical school deans of Michi- 
gan on undergraduate medical education, fol- 
lowing instruction of the 1954 MSMS House of 
Delegates, was arranged for Monday, Septem- 
ber 26, as a luncheon, as part of the MSMS 
House of Delegates activities. 

MSMS Annual County Secretaries-—Public Re- 
lations Conference of January 30, 1955: The 
tentative program of this all-day conference was 
presented and approved. 


® Committee on Basic Science Act. The Council 


Chairman reappointed H. A. Furlong, M.D., 
Pontiac; D. W. Thorup, M.D., Benton Harbor, 
and C. E. Umphrey, M.D., Detroit as members 
of the Committee with J. Joseph Herbert of 
Manistique as advisor; these appointments were 
confirmed by the Executive Committee of The 
Council. 


® MSMS Field Secretary Warren Tryloff was dele- 


gated to assist the Wayne County Medical Socie- 
ty in the preparation of the story of its activities, 
representing a large urban medical society. The 
Chair praised Mr. Tryloff for his excellent work 
in the Detroit office since his appointment in 
July, 1954. 

A joint meeting with the AMA Delegates and 
Alternate Delegates from Michigan was held for 
a discussion of (a) resolution re study by AMA 

(Continued on Page 10) 
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in Geriatric Nutrition 


Although the nutrient needs for optimal health in the aged are not known 
to differ significantly from those in younger adults,' it has been shown 
that the daily protein requirements in elderly patients vary from person 
to person. Ascertained values range from below to above allowances 
recommended for persons in earlier years of adulthood.’ 


According to criteria such as “‘physical activity, gastrointestinal 
structure and function, pathologic disturbances, and chemical balances,” 
it is suggested that an optimal diet for the elderly patient should provide 
at least 20 per cent of its calories in the form of protein.* 


For several reasons this high intake of protein appears desirable. 
Decreased activity in the aged tends to induce. loss of tissue protein. 
Preservation of protein enzymes and of endocrinal harmony necessary for 
supporting anabolic processes requires adequate protein nutrition. Also, 
the aged person usually is able to handle the end products of protein 
metabolism satisfactorily. 


Generous amounts of tender lean meat can go a long way in supply- 
ing the needs of the aged for top quality protein. From 25 to 30 per cent 
or more of cooked lean meat is protein. Other valuable contributions 
include the B group of vitamins and essential minerals, especially iron, 
phosphorus, and potassium. The easy and almost complete digestibility 
and the palate appeal of meat constitute physiologic values important in 
the nutrition of the geriatric patient. 


1. Sebrell, W. H. Jr., and Hundley, J. M.: Malnutrition, in Stieglitz, E. J.: Geriatric Medicine, 
Medical Care of Later Maturity, ed. 3, Philadelphia, J. B. Lippincott Company, 1954, chap. 13. 

2. Ohlson, M. A.; Roberts, P. H.; Joseph, S. A., and Nelson, P. M.: Nutrition and Dietary 
Habits of Aging Women, Am. J. Pub. Health 40:1101 (Sept.) 1950. 
Albanese, A. A.; Higgons,*R. A.; Vestal, B.; Stephanson, L., and Malsch, M.: Protein Re- 
quirements of Old Age, Geriatrics 7:109 (Mar.-Apr.) 1952. 
Roberts, P. H.; Kerr, C. H., and Ohlson, M. A.; Nutritional Status of Older Women; Nitro- 
gen, Calcium, Phosphorus Retentions of 9 Women, J. Am. Dietet. A. 24:292 (Apr.) 1948. 
Kountz, W. B.; Hofstatter, L., and Ackermann, P.: Nitrogen Balance Studies in Elderly 
People, Geriatrics 2:173 (May-June) 1947. 
Kountz, W. B.; Hofstatter, L., and Ackermann, P. G.: Nitrogen Balance Studies in 4 El- 
derly Men, J. Gerontol. 6:20 (Jan.) 1951. 

3. Freeman, J. T.: Clinical Correlations in Geriatric Nutrition, J. Clin. Nutrition 1:446 (Sept.- 
Oct.) 1953. 


The Seal of Acceptance denotes that the nutri- 
tional statements made in this advertisement 
are acceptable to the Council on Foods and 
Nutrition of the American Medical Association. 





American Meat Institute 
Main Office, Chicago... Members Throughout the United States 
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HIGHLIGHTS OF THE COUNCIL 
(Continued from Page 8) 


of general practice (adopted by 1954 MSMS 
House of Delegates); (b) resolution re expan- 
sion of AMA facilities (adopted by MSMS 
House of Delegates September, 1954); (c) se- 
curing the January, 1956, AMA Congress on 
Industrial Health to Detroit (from Executive 
Committee of The Council, October 20); (d) 
various resolutions from other states to be pre- 
sented to AMA in Miami, including one from 
Wisconsin, Louisiana, and from Indiana. 

The Public Relations Counsel’s monthly report 
included: report on county medical society pub- 
lic relations meetings; plans for meeting with 
AMA representatives on November 18 in De- 
troit; Diabetes Detection Week campaign; the 
need for doctors in various areas of the state to 
volunteer to give physical examinations to boy 
scouts when they go to camp; TV debut of 
“Planning Your Career’; Girlstown Founda- 
tion; A. D. Brewer, Associate Public Relations 
Counsel, was authorized to appear on the pro- 
gram of the Michigan Welfare League Panel 
and to attend the annual meeting of the Public 
Relations Society of America; Michigan Rural 
Health Conference scheduled for January 20- 
21-22 at the Kellogg Center, East Lansing, with 
the first day’s program being on the subject of 
medical associates, the second on child and 
youth health and the third day on community 
health councils. 


HARVARD UNIVERSITY PUBLIC 
HEALTH SCHOLARSHIPS 


Scholarships for the Academic Year 1955-56 
will be granted to individuals of high professional 
promise in awards ranging from part tuition to 
tuition plus a stipend, according to the qualifica- 
tions and financial needs of the applicants. The 
Scholarship Funds are limited and are primarily 
intended for citizens of the United States. 

Scholarship applicants must be eligible for ad- 
mission to the School as a candidate for one of 
the following degrees: Master of Public Health, 
Doctor of Public Health, Master of Science in 
Hygiene, Doctor of Science in Hygiene, Master 
of Industrial Health. 

Scholarships are available to those in the fol- 
lowing categories who wish to obtain postgraduate 
education in the field of public health or in one 
of the basic sciences related to public health: 

1. Physicians, Dentists and Veterinarians 

2. Industrial Physicians 

3. Public Health Nurses with a college degree 
and satisfactory field experience 

(Continued on Page 92) 
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THOROUGHBRED IN ITS FIELD 


Audivox, successor to Western Electric Hearing 
Aid Division, brings the boon of better hearing 


to thousands. 


These are the Audivox Hearing Aid Dealers who } 
serve you in MICHIGAN. Audivox dealers are 
chosen for their competence and their interest in 


your hearing problems. 


Hearing is their business! 


BERVILLE 


Hearing Aid Center 


T 


el: State 4-4226 
DETROIT 


Audiphone Company of Detroit 
702 Mutual Building 
28 West Adams Avenue 


Tel: 


Woodward 2-1681 
FLINT 


Audiphone Company of Flint 
603 


Mott Building 
Tel: 9-5062 


GRAND RAPIDS 


Audiphone Compan 
9 — ~ Avenue N. 


1: 8-7556 


GRAND RAPIDS 
The Kenfre Headset Company 


903 M 


Maxwell Avenue S.E. 


Tel: Ch. 3-9080 — 8-7556 


JACKSON 


Lewis Surgical Appliance Service 
408 South Jackson Street 
Tel: 2-2249 


PONTIAC 
Midtown Shop 


1011. North Saginaw Street 
Tel: Fedrail 4-0539 


PORT HURON 


Finch-Nettnay 


1231 Water Street 
Tel: 2-2821 


SAGINAW 


Audiphone Company 


rewer Arcade 


9 
126 North Washington Avenue 


Tel: 3-8561 


SOUTH BEND, INDIANA 
Autighons Company of Northern Indiana 


Sherland Building 
Tel: 3-2900 


TOLEDO, OHIO 
Andigbese Company of Toledo 


dison Building 


Tel: Gartield 3301” 


iIvOox 


TRADE -MARK 
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thoroughbred 


Only a long and celebrated ancestry can 
produce a champion racing thoroughbred. 


Only audivox in the hearing-aid field can trace an 
ancestry that includes both Western Electric and Bell 
Télephone Laboratories. audivox lineage springs from 
the pioneer experiments of Dr. Alexander Graham Bell, 
furthered by the development of the hearing aid at Bell 
Telephone Laboratories, brought to fruition by Western 
Electric and audivox engineers. 


AN 








Successor to Wesferm EJechric Hearing Aid Division 


123 Worcester St., Boston, Mass. 
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Model 72 
by Audivox 


audivox presents a versatile new tool in the psycho- 
logical and somatic management of hearing loss — the 
Model 72 ‘‘New World.” Because it departs completely 
from conventional hearing-aid appearance, this tiny 
‘prosthetic ear’ may be worn as a barrette, tie clip, of 
clasp without concealment. Resultant benefits include 
new poise and new aural acuity for the wearer through 
free-field reception without clothing rustle. 


MANY DOCTORS rely on career Audivox deal- 
ers for conscientious, prompt attention to their 
patients’ hearing needs. There is an Audivox 
dealer — chosen for his interest, ability, and 
integrity — in every major city. 


the thoroughbred hearing aid 


all-transistor 
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A GREATER VOLUME OF LEGISLATION 
having some bearing on health and medicine is 
anticipated for the 1955 Michigan Legislature 
than has been seen in most other recent years. 
While these words must necessarily be written far 
in advance of the opening of the 1955 Session, 
the MSMS Legislative Committee, and a great 
many county medical societies, have already con- 
sidered some of the measures almost certain to be 
presented, and have alerted members what to 
expect. Since this is the first Legislature to be 
affected by the 1952 Reapportionment Amend- 
ment, and since there has been a great change in 
the personnel of both houses, organization of com- 
mittees and the other preliminaries necessary 
before legislators can really get down to business 
will delay the introduction of many important 


bills. 


Under reapportionment the House now has 
110 seats, rather than 100, and the Senate has 
thirty-two, an increase of two over the previous 
membership. In the House are fifty-nine Republi- 
cans and fifty-one Democrats, while the new 
Senate has twenty-three Republicans and eleven 
Democrats. A complete list of State Representa- 
tives and Senators appears elsewhere in this issue. 
Every MSMS member should know who repre- 
sents his community in Lansing, and should be 
prepared, if the occasion appears, to express his 
views as a Citizen on pertinent health matters. 


FEDERAL HEALTH LEGISLATION also 
will be scrutinized carefully by MSMS through- 
out the new session of Congress. The Legislative 
Committee, again under the chairmanship of L. 
A. Drolett, M.D., Lansing, will study and inter- 
pret measures introduced in Washington and will 
make recommendations on the position to be 
taken by MSMS. O. B. McGillicuddy, M.D., of 
Lansing, has taken over as the new Vice Chair- 
man of the Legislative Committee. Of top interest 
on the national level, of course, is the President’s 
re-insurance plan. 


NOT SINCE THE PEAK of the post-World 
War II campaign against socialized medicine have 
county medical societies displayed such intense 
interest in public relations activities. That’s the 
consensus of MSMS officers, PR Committee mem- 
bers and staff representatives who have met re- 
cently with county groups to discuss projects and 
long-term programs in a series of meetings all 
around the state. Undoubtedly there are a num- 
ber of factors behind this reawakened interest, 
including the realization that the threat of govern- 
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ment medicine is always present, openly or in vari- 
ous disguises. In many areas new leadership has 
inherited local PR activity, taking over the job 
with the same enthusiasm found during the so- 
called “C.A.P.” campaign. Meanwhile many lead- 
ers of the earlier campaigns have stepped into 
active committee work and key spots at both the 
state and national level. 


THE FOUNDATION FOR RENEWED PR 
activity in county societies may be found in the 
MSMS PR manual “Winning Friends for Medi- 
cine,’ which has been supplied to key people in 
each society. This is the booklet which outlines 
the twenty-six-point framework within which 
MSMS is prepared to give specific help, and which 
carefully spells out the services available from 
MSMS. The AMA also has come out recently 
with a PR manual for use at the county level. 
This textbook presents the mechanics of organiz- 
ing and promoting projects in the eight categories 
which have been most popular and successful at 
the county level throughout the country. Single 
copies of this AMA manual are available to county 
medical society PR chairmen from MSMS head- 


quarters in Lansing. 


TELEVISION CONTINUES TO GROW as a 
medium for medical PR. Newest local TV show 
scheduled in Michigan is the once-a-month spot 
from 4:00 to 4:30 p.m. Sunday over WNEM-TYV, 
Bay City, which the Saginaw County Medical 
Society will produce in February. Meanwhile, on 
the national ABC network, with WXYZ-TV, De- 
troit, as the Michigan outlet, a twenty-six-week 
series of fifteen-minute medical news programs has 
been inaugurated by Ciba under the title of “Hori- 
zons.” This show is telecast at 9:15 p.m. Sunday 
and features Louis H. Bauer, M.D., Past President 
of AMA and Secretary-General of the World 


Medical Association. 


THE ANNUAL REMINDER is in order: Dur- 
ing the legislative session in Lansing, an additional 
load is thrown upon field secretaries. They will 
perform their routine duties and get into the field 
whenever possible, but it will be necessary to limit 
speaking engagements and other such “outside 
activities” until the close of the 1955 Legislature. 





In the nation’s urban population, which has readiest 
access to the best diagnostic facilities, cancer now leads 
all other diseases of the respiratory tract as a cause of 
death among white males. 
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ELECTRON PHOTOMICROGRAPH 


lebstclla frneumontae 39,000 X 


Klebsiella pneumoniae (Fricdlander’s bacillus) is a Gram-negative, 


capsulated organism commonly involved in 


various pathologic conditions o 1e nose and accessory sinuses, 
patholog lit f ti nd accessory sinuses 


in addition to bronchopneumonia and bronchiectasis. 


It is another of the more than 30 organisms susceptible to 


PANMYCIN 


100 mg. and 250 mg. capsules 


@TRADEMARK, REG. U. S. PAT. OFF, 


because the new coating dissolves this fast... 





Strip of timed photographs shows action of new Filmtab 
ErYTHROCIN Stearate in human gastric juice. Within 30 
Tool slol Rin Mal iitiolomecelohilire Mekaitlol bar iiclarMroMelt ste) h7-m 
And within 45 minutes the tablet is completely dis- 
integrated. Because of this swift disintegration, 
Tat tela]. Miictelgeh(-MC Mel oto) ol-o Mole) s|-1 ame] hA-t Mol (olele| 


levels earlier than the enteric-coated erythromycin. 


412231 











filmtap 


filmtab 


filmtab 
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your patients get high blood levels in 2 hours or less 


filmtap. 





Erythrocin ...... 


(ERYTHROMYCIN STEARATE, ABBOTT) 


disintegrates faster than enteric-coated erythromycin 


Erythrocin ... for faster absorption 


New tissue-thin Filmtab coating (marketed only by Abbott) starts to 
disintegrate within 30 seconds—makes ERYTHROCIN Stearate 
available for immediate absorption. Tests show Stearate form 


definitely protects drug from stomach acids. 


Erythrocin . . . for earlier blood levels 


because there’s no delay from an enteric coating, puucnts get high, 
inhibitory blood levels of ERYTHROCIN in less than 2 hours—instead 
of 4-6 as before. Peak concentration is reached at 4 hours, with 


significant levels for 8 hours. 


Erythrocin ... for your patients 


Filmtab EryTurocin Stearate is highly effective against coccic 
infections . . . and especially useful when the infecting coccus is 
resistant to other antibiotics. Low in toxicity— it’s less likely to alter 
normal intestinal flora than most other oral antibiotics. Con- 

veniently sized (100 and 200 mg.) in bottles of 25 and 100. 


*TM for Abbott’s film sealed tablets, pat. applied for. 











Roster of Legislators - 1955 


With the 1955 session of the Michigan Legislature at hand, and many matters of interest to the 


medical profession to be considered, it is well for MSMS members to be acquainted with the names 


of those who represent them in Lansing. 


‘ 


Since there have been a great many changes in the membership of both houses, THE JouRNAL pre- 
sents here the complete roster of the current Legislature, along with the names of the Michigan Con- 


gressional delegation and the elective state officers. 


Michigan State Officers 


GOVERNOR 
G. Mennen Williams, Lansing 
LIEUTENANT GOVERNOR 
Philip A. Hart, Lansing 
SECRETARY OF STATE 
James M. Hare, Detroit 
TREASURER 
Sanford Brown, Bay Port 
ATTORNEY GENERAL 
John M. Kavanaugh, Carson City 
AUDITOR GENERAL 
Victor G. Targonski, Wyandotte 
UNITED STATES SENATOR 
Patrick V. McNamara, Detroit 


Congressional Representatives 


Ist District 
2nd District 
3rd District 
4th District 
5th District 
6th District 
7th District 
8th District 
Sth District 
10th District 


Thaddeus M. Machrowicz, Hamtramck 
George Meader, Ann Arbor 

‘Augustus E, Johansen, Battle Creek 
Clare E. Hoffman, Allegan 

Gerald R. Ford, Jr., East Grand Rapids 
Don Hayworth, East Lansing 

Jesse P. Wolcott, Port Huron 

Alvin M. Bentley, Owosso 

Ruth Thompson, Whitehall 

Elford A. Cederberg, Bay City 

lith District—Victor A. Knox, Sault Ste. Marie 

12th District—John B. Bennett, Ontonagon 

13th District—Charles C. Diggs, Jr., Detroit 

14th District—Louis C. Rabaut, Grosse Pte. Park 

15th District—John D. Dingell, Detroit 

16th District—John Lesinski, Dearborn 

17th District—Martha W. Griffiths, Detroit 

18th District—George A. Dondero, Royal Oak 


Michigan House of Representatives 


Allegan District—Ben E. Lohman, Hamilton 

Alpena District—James P. Mielock, Whittemore 

Arenac District—Walter G. Nakkula, Gladwin 

Bay District—Richard G. Smith, Bay City 

Berrien 1st District—Donald R. Pears, Buchanan 

Berrien 2nd District—Harry Litowich, Benton Harbor 

Calhoun \st District—Roy H. Brigham, Battle Creek 

Calhoun 2nd District—Fred W. Zinn, Battle Creek 

Charlevoix District—Clarence B. Meggison, Charlevoix 

Chippewa District—Clayton T. Morrison, Pickford 

Delta District—Einar E. Erlandsen, Escanaba 

Eaton District—Andrew W. Cobb, Elsie; Carroll C. New- 
ton, Delton 

Emmet District—John Kilborn, Petoskey 

Genesee Ist District—James J. Collins, Flint; Albert R. 
Horrigan, Flint; Roger B. Townsend, Flint 5 

Genesee 2nd District—George A. Gillespie, Gaines 
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Gogebic District 

Grand Traverse 
City 

Gratiot District—T. Jefferson Hoxie, St. Louis 

Hillsdale District—Frederick J. Marshall, Allen 

Houghton District—D. J. Massoglia, Laurium 

Huron District—George Dunn, Pigeon 

Ingham 1st District-- Willard I. Bowerman, Jr., Lansing; 
Harold W. Hungerford, Lansing 

Ingham 2nd District—John J. McCune, Lansing 

Ionia District—Lloyd Gibbs, Portland 

Iron District—Gilbert L. Wales, Stambaugh 

Isabella District—Hugh D. Johnston, Rosebush 

Jackson 1st District—Wilfred G. Bassett, Jackson 

Jackson 2nd District—Leo Miller, Jackson 

Kalamazoo Ist District—-Wade Van Valkenburg, Kala- 
mazoo 

Kalamazoo 2nd District—Cyril H. Root, Kalamazoo 

Kent District—Andrew Bolt, Grand Rapids; Edward A. 
Borgman, Grand Rapids; Thomas J. Whinery, Grand 
Rapids 

Kent 2nd District—Harry T. Emmons, Byron Center 

Kent 3rd District—Glenn Hunsberger, Grand Rapids 

Lapeer District—Louis C. Cramton, Lapeer 

Lenawee District—Rollo G. Conlin, Tipton 

Macomb Ist District—-William Romano, Van Dyke 

Macomb 2nd District—John T. Bowman, Roseville 

Macomb 3rd District—George C. Steeh, Mt. Clemens 

Marquette District—Dominic Jacobetti, Negaunee 

Mason District—Kenneth O. Trucks, Baldwin 

Menominee District—James Goulette, Iron Mountain 

Midland District—Joseph A. Cavanaugh, Midland 

Monroe District—Charles J. Golden, Monroe 

Montcalm District—Fred O. Olsen, Sheridan 

Muskegon Ist District—Walter H. Nill, 
Heights 

Muskegon 2nd District—F. Charles Raap, Twin Lake 

Newaygo District—Clyde E. Cooper, White Cloud 

Oakland list District—Fred G. Beardsley, Oxford 

Oakland 2nd District—Leslie H. Hudson, Pontiac 

Oakland 3rd District—Richard C. Van Dusen, Detroit 

Oakland 4th District—Theodore F. Hughes, Berkley 

Oakland 5th District—Vernald E. Horn, Royal Oak 

Oakland 6th District—Walter T. McMahon, Hazel Park 

Ottawa District—George M. Van Peursem, Zeeland 

Presque Isle District—Emil A. Peltz, Rogers City 

Saginaw Ist District—Thomas M. Burns, Saginaw 

Saginaw 2nd District—Holly E. Hubbell, Saginaw 

Shiawassee District—Adrian DeBoom, Owosso 

St. Clair District—Harry J. Phillips, Port Huron; Herb 
Clements, Deckerville 

St. Joseph District—John W. Fletcher, Centreville 

Tuscola District—Allison Green, Kingston 

Van Buren District—Edson V. Root, Jr., Bangor 

Washtenaw Ist District—George Wahr Sallade, Ann Ar- 
bor 

Washtenaw 2nd District—Joseph E. Warner, Ypsilanti 

Wexford District—Charles A. Boyer, Manistee 

(Continued on Page 22) 


Louis Mezzano, Wakefield 


District—Arnell Engstrom, Traverse 
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Levo-Dromoran Tartrate 'Roche'...a 

new form of synthetic narcotic... 

usually longer acting than morphine... 
less likely to produce constipation... 
effective in very small doses (2 to 3 mg) 
eeegiven orally or subcutaneously... 


Levo-Dromoran’ -- brand of levorphan, 
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fdas nalaat — 


Nisentil 'Roche* usually relieves 
pain within five minutes after 
subcutaneous injection...lasts 
| for an average of two hourSee. 
especially useful for painful 
office and clinic procedures... 
Nisentil Hydrochloride -- brand 


of alphaprodine hydrochloride, 
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® * 
Priscoline® 
hydrochloride 
id (azole hydrochloride CIBA) 
J 
f 
# Orally and parenterally 
4 effective, intra-arterially 
a potent as well as intramuscularly 


and intravenously. 
peripheral vasodilator Of proved value in peripheral 
ischemia and its sequelae: 
pain, loss of function, 
ulceration, gangrene, and other 
trophic manifestations. 


Comprehensive information on 
intra-arterial as well as 

other therapy with Priscoline 

is available upon request 

to the Medical Service Division, 
CIBA Pharmaceutical Products, Inc., 
Summit, New Jersey. 


Tablets, 25 mg. (Scored) 
Elixir, 25 mg. per 4-ml. teaspoonful 
Multiple-dose Vials, 10 ml., 25 mg. per ml. 


CIBA 
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One of the notable qualities of ACHROMYCIN, 
the Lederle brand of Tetracycline, is its advantage 
of minimal side effects. Furthermore, this true 
broad-spectrum antibiotic is well-tolerated by all 
age groups. 


In each of its various dosage forms, ACHROMYCIN 
provides more rapid diffusion for prompt control 
of infection. In solution, it is more soluble and 
more stable than certain other antibiotics. 


ACHROMYCIN has proved effective against a wide 
variety of infections caused by gram-positive and 
gram-negative bacteria, rickettsia, and certain 
virus-like and protozoan organisms. 


ACHROMYCIN ranks with the truly great thera- 
peutic agents. 








HYDROCHLORIDE 
Tetracycline HCI Lederle 





Pearl River, New York 
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established by successful use for more than four years in the 


treatment of pneumonias and other respiratory tract 
infections due to susceptible organisms: 


TERRAMYCL 


BRAND OF OXYTETRACYCLINE 








“The response [of pneumococcal and mixed bacterial 
pneumonias in which pneumococcus, Staph. aureus hemolyticus, 
H. influenzae, E. coli and A. aerogenes were isolated 

from sputum or pharyngeal secretions] was excellent as 
manifested by improvement of clinical appearance 

and fall of temperature to normal” within 24 to 48 hours. 

“A remarkably high number of infants and young 

children tolerated this drug very well.”? 


antibiotics discovered by @fzer 


mewest of the broad-spectrum antibiotics for the 
treatment of the pneumonias and other respiratory 
tract infections due to susceptible organisms: 


TRTRACY. 


BRAND OF TETRACYCLINE 





“The clinical results in... bacterial pneumonia were 
enerally quite satisfactory” even though most of the patients 
g q P 
were over 60 years of age. “Many had serious concomitant 
diseases such as severe chronic alcoholism, pulmonary 
1. O'Regan, C., and Schwarzer, S.: 9 eae ‘ We “ 
& Sadie, Cn duh ee. emphysema” and other debilitating conditions. “Marked 
2. Waddington, W. S.; Bergy, symptomatic improvement occurred in the first 2 or 3 
G. G.; Nielsen, R. L., and ° ° 
Kirby, W.M. Ms dm.J.M.Se.  %8Y8 Of therapy with decrease in cough and sputum volume 
228 :164 (Aug.) 1956. and return of appetite and general sense of well-being.’ 


Pfizer PFIZER LABORATORIES, Brooklyn 6, N.Y. 


Division, Chas. Pfizer & Co., Inc. 














































































(Continued from Page 16) 
WAYNE COUNTY 
(All in Detroit unless otherwise specified ) 

Detroit Ist District—-William Baird and Manning Hath 
away 

Detroit 2nd District—Edgar Currie, Frank J. O’Brien 
and Frank D. Williams 

Detroit 3rd District—Ed Carey, David L. Lindsey and 
Robert D. Mahoney 

Detroit 4th District—Frank A. Mahoney 

Detroit 5th District—James Bradley, Edward H. Jef- 
feries and John M. Sobieski 

Detroit 6th District—John J. Fitzpatrick, Peter J. Kel- 
ly and Joseph G. O’Connor 

Detroit 7th District—T. John Lesinski and Michael 
Novak 

Detroit 8th District—Edwin A. Fitzpatrick *nd John 
Joseph Penczak 

Detroit 9th District—Charles M. Diggs and Adam 
Sumeracki 

Detroit 10th District—Fred R. Dingman and Joseph J. 
Kowalski 

Detroit 11th District—George H. Edwards 

Detroit 12th District—-Ramond D. Dzendzell and 
Josephine D. Hunsinger 

Wayne 13th District—Robert E. Waldron, Grosse Pointe 
Park 

Wayne 14th District—Chester Wozniak, Hamtramck 

Wayne 15th District—Joseph I. Jackson, Highland Park 

Wayne 16th District—Lucille H. McCollough, Dearborn 

Wayne 17th District—Edward L. McGee, Ecorse 

Wayne 18th District—William R. Copeland, Wyandotte 

Wayne. 19th District—Coleman A. Stanislaw, Taylor 
Center 

Wayne 20th District—Hiram McNeeley, Inkster 

Wayne 21st District—Leonard E. Wood 


Michigan Senate 


District 1—Harold M. Ryan, Detroit 
District 2—4Anthony J. Wilkowski, Detroit 
District %3—Cora M. Brown, Detroit 

District 4—Charles S. Blondy, Detroit 
District 5—Stanley Novak, Detroit 

District 6—Carlton H. Morris, Kalamazoo 
District 7—Robert E. Faulkner, Coloma 
District 8—-Edward Hutchinson, Fennville 
District 9—Creighton R. Coleman, Battle Creek 
District 10—Haskell L. Nichols, Jackson 
District 11—Fred Nicholson, Warren 

District 12—William S. Broomfield, Royal Oak 
Mistrict 13—Garland B. Lane, Flint 

Vistrict 14—Harry F. Hittle, East Lansing 
District 15—Donald E. Smith, Owosso 
District 16—Perry W. Greene, Grand Rapids 
District 17—Charles R. Feenstra, Grand Rapids 
District 18—John B. Swainson, Detroit 
District 19—Elmer R. Porter, Blissfield 
District 20—Arthur Dehmel, Unionville 
District 21—Patrick J. Doyle, Dearborn 
District 22—Clarence F. Graebner, Saginaw 
District 23—Clyde H. Geerlings, Holland 
District 24—-Lynn J. Francis, Midland 
District 25—Bert J. Storey, Belding 

District 26—Don Vander Werp, Fremont 
District 27—-John Minnema, Traverse City 
District 28—Charles T. Prescott, Prescott 
District 29—Frank Andrews, Hillman 
District 30—-Edward H. Gibbs, Perkins 
District 31—Philip Rahoi, Iron Mountain 
District 32—-Leo H. Roy, Hancock 

District 33—-Lewis G. Christman, Ann Arbor 
District 34—-Frank D. Beadle, St. Clair 
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FAIR DEALERS STILL 
MAN THE CIVIL SERVICE 

“On June 28, 1934, the late President Roosevelt issued 
an Executive order which removed civil-service protec- 
tion from all 177 employes of the national soldiers’ 
home at Johnson City, Tenn. In their places were 
appointed deserving Democrats. Three years later, in 
November, 1937, a second Executive order placed the 
new appointees under the protection of civil service of 
which their predecessors had been deprived. 

“This episode is typical of how the spoils system 
worked. By means of 72 laws and countless Executive 
orders, New and Fair Deal employes were blanketed in 
their jobs. 

“Of the personnel heads of Government departments 
and agencies who decide today who shall be hired, fired 
and promoted under civil-service regulations, 45 are 
appointees of Presidents Roosevelt and Truman. Six 
who were appointed by President Coolidge and Hoover 
are still in their jobs. President Eisenhower has been 
able to name just three of these strategically placed 
officials. 

“The consequence is that, when President Eisenhower 
or his Cabinet members and agency heads ordered 
across-the-board job cuts, ‘the New Deal-Fair Deal 
personnel authorities naturally sacrificed the Republicans 
first. Of the handful of applicants for whom the 
Republican National Committee has succeeded in getting 
jobs, some bounced back a few days later, their positions 
eliminated. In some cases the jobs were recreated and 
filled with Democrats. 

“The truth is that, because of the way the civil- 
service system has operated, we have a thin layer of 
Republicans at the top of the Eisenhower administration, 
and below them a mass of New Dealers and Fair Dealers 
in secondary policymaking jobs. The result is that 
Republican policies are frequently sabotaged or perverted 
out of recognition. 

“Philip Young, Chairman of the Civil Service Com- 
mission, reported to Congress on January 13 of this year 
that, of some 2,400,000 Federal employes, 193,574 have 
been granted civil-service status noncompetitively. He 
might have added that many others took no more than 
an oral test to confirm them in jobs which they acquired 
in the mushrooming Government agencies of the Roose- 
velt-Truman era. Probably not over one-quarter of our 
civil-service employes have taken what our British 
cousins would regard as real competitive examinations. 

“Today, for the first time in American history, we 
have an administration which cannot even hire its own 
policy personnel. A vigorous move by the Eisenhower 
administration to fill 800 key policy jobs has thus far 
failed, so well-protected and tenacious are the New and 
Fair Dealers who hold down the jobs. 

“T am utterly convinced that the American people are 
being fooled if they think they have a true civil service. 
Some corrective legislation is imperative. One of the 
hottest issues in the 1954 campaign may be the need to 
end the perpetuation of the discredited New Deal and 
Fair Deal policies in our Government.”—Tuomas E. 
MarTINn, Republican Congressman, Iowa, quoted by Paul 
Shafer, M.C. (Mich.) from Saturday Evening Post. 
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The Place of Enriched Bread 


in the Reducing Diet 


It is universally acknowledged that 
the only effective means of weight re- 
duction is restriction of caloric intake. 
Furthermore, it is acknowledged that 
no single food can be branded as fat- 
tening, that the solution to the problem 
is sensible limitation of the amounts 
of all foods eaten. 


That enriched bread has a place in 
the modern reducing diet is evidenced 
by its inclusion in many weight reduc- 
tion programs recommended by 
authorities in the fields of metabolism 
and internal medicine. Such a diet has 
recently been included in a pamphlet 
published by one of the nationwide 
organizations concerned with national 
health and the increasing problem of 
obesity. 

This diet, a conventional reducing 
diet providing 1,200 to 1,400 calories 





per day, allows a balanced variety of 
basic foods including bread. Note the 
sample menu. 


Enriched bread is far more than 
just a carbohydrate food, as is often 
the mistaken concept. Moreover, in it- 
self, it is not a ‘‘fattening food,’’ since 
only the calorically excessive diet can 
induce increase in body weight. Three 
slices of enriched bread provide only 
189 calories, yet this amount makes a 
worthwhile contribution of biologically 
applicable protein, B group vitamins, 
and valuable minerals including iron 
and calcium. Of even greater impor- 
tance to the person dieting is the 
gustatory attractiveness which bread 
lends to the meal. 


nutritional statements made in this adver- 
tisement are acceptable to the Council on 
Foods and Nutrition of the American 
Medical Association. 





























BREAKFAST LUNCH DINNER BEDTIME 
4 ounces tomato juice Liverwurst sandwich Roast chicken (3 slices, or 3 ounces) Orange or % banana Y cup milk 
1 boiled egg 1 slice of toast (1 ounce meat, mustard, lettuce) Broccoli 1 teaspoon butter 
1 teaspoon butter Coffee with milk Celery Small bunch grapes Asparagus Fresh fruit cup 
1 cup of milk Tomato-cucumber Coffee or tea 
salad, vinegar with milk 
MICHIGAN BAKERS ASSOCIATION, INC. 
- IN CO-OPERATION WITH 
THE AMERICAN BAKERS ASSOCIATION 
January, 1955 23 
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Giving emphasis to the fact that mankind’s 
only hope for successfully combatting diseases of 
the heart and circulation is through intensified 
medical research, Frank Van Schoick, M.D., Jack- 
son, President of the Michigan Heart Association, 
has announced that five vital heart research 
projects in Michigan have received financial grants 
totaling $24,350.00 from the Association’s Me- 
morial Fund. 

“The Michigan Heart Association,’ Dr. Van 
Schoick stated, “established the Memorial Fund 
five years ago at the request of many persons who 
had expressed the desire to make memorial con- 
tributions to the Association in memory of a friend, 
relative or associate who had died of heart disease. 
Such contributions” he added, “are entirely un- 
solicited and they are used exclusively for heart 
research studies aimed at the conquest of America’s 
Number One Health problem—heart disease.” 

The Heart Association president pointed out 
that cardiovascular diseases are responsible for 
about 52 per cent of the nation’s deaths, 
constitute a leading cause of disability and are 
responsible for a “staggering economic loss by 


Name Institution 


A. J. Boyle, M.D. Wayne University 
College of Medicine 
Detroit, Michigan 
D. Bohr, M.D. University of Michigan 
Department of ‘Physiology 
Ann Arbor, Michigan 


J. A. Johnston, M.D. Henry Ford Hospital 


Detroit, Michigan 
I. F. Duff, M.D. University of Michigan 
University Hospital 
Ann Arbor, Michigan 


J. J. Jasper, Ph.D. Wayne University 


Detroit, Michigan 


Heart Beats 
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reason of lost productivity.” He said that research 
provides the only means of untimely bringing 
about the prevention of death and disability 
caused by heart and circulatory diseases. 

“Research is a laborious, time-consuming, com- 
plex and costly task,’ Dr. Van Schoick continued. 
“Tt involves frequent excursions down blind alleys. 
It requires the piecing together of hundreds of 
bits of information, somewhat in the manner that 
a jig-saw puzzle is assembled, without any assur- 
ance whatsoever that the final pattern will mean 
a thing.” 

“Yet heart research must be continued for if 
and when the causes of heart disease are discovered 
and identified, it should then be possible to estab- 
lish means of prevention and cure. For these rea- 
sons,’ Dr. Van Schoick concluded, ‘Memorial 
Contributions to the Michigan Heart Association 
are used solely and completely for heart research 
studies and no administrative costs whatever are 
charged against such gifts.” 

The following research projects are receiving 
grants from the Association’s Memorial Fund dur- 
ing the current fiscal year: 


Description of Study 


Plasma Colloid Stability in Normal and Atheroscle- 
rotic Subjects. 


Further Studies Dealing with the Terminal Vascular 
Bed and the Renal Vasoexcitor Material and A Study 
of the Mechanism Responsible for Endogenous Con- 
trol of Renal Vascular Resistance. 


Nutritional Studies in Rheumatic Fever. 
Investigation of the Mechanism of Blood Coagula- 
tion with Special Reference to the Problems of 


Thromboembolic Disease. 


A Study of Serum Surface Tension in Atherosclerosis. 


In addition to the Memorial Grants, the following research investigators are receiving grants from 
the Michigan Heart Association during the current fiscal year. 


Name Institution 
L. T. Iseri, M.D. Wayne University 
College of Medicine 
Detroit, Michigan 


H. K. Hellems, M.D. Wayne University 
College of Medicine 
Detroit, Michigan 


F. D. Dodrill, M.D. Harper Hospital 


Detroit, Michigan 


J. L. Wilson, M.D. University of Michigan 
Department of Pediatrics 


Ann Arbor, Michigan 
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Title of Project 
Fluid and Electrolyte Metabolism in Edema Forma- 
tion Due to Cardiac and Renal Causes. 


Investigation of the Effects of Exercise and Com- 
monly Used Cardiovascular Drugs on Myocardial 
Blood Flow and Metabolism in the Human Subject. 


Mechanical Heart Project. 


Investigation of the Effects of Cyanotic Heart Disease 
and Its Relief on Cerebral Function. 
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HEART BEATS 


C. Lam, M.D. Henry Ford Hospital Experimental Cardiovascular Surgery. 
Detroit, Michigan ' 


S. W. Hoobler, M.D. University of Michigan Studies in Hypertension. 
Department of Internal Medicine 
Ann Arbor, Michigan 


Cameron Haight, M.D. University of Michigan Cardio-Respiratory Function Before, During and After 
Department of Surgery Thoracic Operations on Patients with Pulmonary or 
Ann Arbor, Michigan Cardiac Disease. 

T. M. Brody, M.D. University of Michigan Metabolic Effects of the Cardiac Glycosides on Heart 
Department of Pharmacology Mitochondria. 


Ann Arbor, Michigan 


N. E. Clarke, M.D. Providence Hospital Chemotherapy of Rheumatic Fever. 
Detroit, Michigan 


P. Jordan, M.D. Wayne University Experimental and Clinical Study of the Physiologic 
College of Medicine Effects of Valvular Prosthetics and Hypothermia 
Detroit, Michigan Upon the Circulation. 

J. D. Fryfogle, M.D. Mt. Carmel Hospital Arterialization of the Coronary Sinus by Communi- 
Detroit, Michigan cation to the Left Ventricular Cavity. 

W. H. Seegers, Ph.D. Wayne University Blood Coagulation: Purification of Inhibitors and 
Department of Physiology Mechanism of Their Action. 


and Pharmacology 
Detroit, Michigan 


Michigan researchers who are retaining funds from previous grants are: N. L. Avery, M.D., Blod- 
gett Memorial Hospital, Grand Rapids; E. H. Drake, M.D., Henry Ford Hospital, Detroit; F. D. 
Rights, Ph.D., Wayne University, Detroit; J. L. Blodgett, M.D., Grace Hospital, Detroit; and R. A. 
Gerisch, M.D., Harper Hospital, Detroit. 
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GINGER ALE 


: Developed by Michigan’s First Registered Pharmacist 
* 





Recommended by Eminent Michigan Physicians 
» 


FLAVOR MELLOWED 4 YEARS IN WOOD 





A PREFERRED BEVERAGE FOR HOME AND HOSPITAL 
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THE MONTH IN WASHINGTON 


Because this is a new Congress and under new 
leadership, a number of new bills can be expected 
in the health field. But the Democrats also can 
be expected to devote a vast amount of time to 
health legislation that was previewed last session by 
the Republicans. 

In fact, one of the more prominent bills on the 
list, that providing federal reinsurance of health 
insurance plans, was subjected to lengthy hear- 
ings before it finally met defeat in the House late 
in the last session. So thoroughly was it dissected 
then that it will be surprising if the friends of 
reinsurance can find anything else favorable to 
say about it, or its critics can find anything else 
wrong with it. How this Republican bill will fare 
in Democratic committees now is one big ques- 
tion. 

There is always the possibility, of course, that 
some of the major bills to be presented again will 
be so amended that new decisions will be called 
for. For example, the administration’s experts all 
fall have worked tirelessly to make the reinsurance 
bill more palatable, 

Like the reinsurance bill, the proposal to revamp 
the procedure for distributing public health grants 
to states was well worked over last session. It 
passed the House, but the Senate committee was 
unable to untangle all the knots it discovered, so 
there was no final action. This, too, is up again 
this year, labeled as difficult and touchy but non- 
partisan. 

Another well-advertised bill coming up for ac- 
tion is that to set up a program of contributory 
health insurance for federal employes. Last ses- 
sion a Senate committee held a one-day hearing 
on this bill, admittedly merely to get the propo- 
sition “on the record” so it could be freely dis- 
cussed between Congresses. A task force from the 
Civil Service Commission has been trying to ham- 
mer out a more workable version of the bill, and 
has found the task a formidable one. But despite 
the complications, Congress will be asked to enact 
some bill of this type. 

Although the bill definitely is of Republican 
origin, there is no reason to expect that it will 
receive a hostile reception from the Democrats in 
either House. It is generally accepted as a too- 
long delayed attempt to bring the federal govern- 
ment into line with private industry. 

The bill for expanding medical care for military 
dependents has about the same history. After 
months of planning and conferences, bills were 
introduced last year in House and Senate to get 
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the idea out into the open for the benefit of Con- 
gress and the public. Because the plan is so highly 
controversial, however. no hearings were held last 
session. The same bill is going before Congress 
again. 

Here the fundamental issue is whether military 
hospitals and uniformed physicians shall supply 
the preponderance of this service to dependents, 
or the dependents shall be treated largely by 
civilian physicians and in civilian hospitals. 

Last session the Defense Department prepared 
the draft of a bill to set up a number of military 
medical scholarships. Because bills originating on 
one department that might affect another first 
must be submitted to the later for comment, this 
bill was turned over to Mrs. Hobby’s Department 
of Health, Education, and Welfare. There it rest- 
ed until after Congress adjourned. The 84th Con- 
gress will be asked to enact the bill, possibly as 
an alternative to extending the Doctor Draft, 
which is scheduled to expire next July 1. 

Efforts will be made, but not necessarily with 
the Eisenhower administration’s help, to enact 
some sort of legislation for federal guarantee of 
hospital mortgage loans. This subject was gone 
into in great detail last session by Mr. Wolverton’s 
House Interstate and Foreign Commerce Com- 
mitte, but the committee finally turned down Mr. 
Wolverton and refused to report out the bill for 
action. It had widespread labor support last year, 
but was opposed by the AMA as discriminatory, in 
that it would offer more assistance to closed-panel 
practice than to other forms of medical practice. 

Indications are that Mrs. Hobby’s department 
will sponsor legislation to aid medical schools, a 
subject that was not taken up in the last Con- 
gress but that attracted considerable attention in 
years past. 





The chance that both of a pair of twins will be 
affected by tumor if one develops a cancer is much 
greater for identical twins than non-identical twins. 


* * * 


When both of a pair of twins are affected, the chances 
that the tumor will be similar in both is much greater 
when the pair are identical. 


* * * 


The age of twins at onset of the tumors (when both 
of a pair are affected) is more nearly the same when 
the pairs are identical. 
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for greater safety in streptomycin therapy... 


DISTRYCH 


Squibb Streptoduocin 
Streptomycin and dihydrostreptomycin in equal parts 











Distrycin has an important advantage over streptomycin. It has the same 
therapeutic effect but ototoxicity is greatly delayed. Since the patient 

is given only half as much of each form of streptomycin as he would have on 
a comparable regimen of either one prescribed separately, the danger of 
vestibular damage (from streptomycin) or cochlear damage (from 
dihydrostreptomycin) is significantly lessened. 


Signs of vestibular damage appear in cats treated with Distrycin as much 
as 100 per cent later than in animals given the same amount of streptomycin. 


On dosage of 1 Gm. per day for 120 days, ototoxicity was as follows’: 
Cat treated 


wi tw , Vestibular damage VY of patients 


streptomycin " . Mild Moderate Total 
shows no ms 
nystagmus oe p j Streptomycin 12 6 


after whirling. is SOS Dihydrostreptomycin 6 
Distrycin 


Cat given the i. yee 3 Cochlear damage % of patients 


same amount cue ' Mild Moderate Total 
of Distrycin 4 
has normal Streptomycin 0 


ele. ae wna Dihydrostreptomycin 15 
a Distrycin 0 


*Heck, W.E.; Lynch, W.J., and Graves, H.L.: Acta oto-laryng. 43:416, 1953. 


Distrycin dosage is the same as for streptomycin. In tuberculosis the 
routine dose is 1 Gm. twice weekly, in conjunction with daily 
para-aminosalicylic acid or Nydrazid (isoniazid). In the 
more serious forms of tuberculosis, Distrycin may be given 
daily, at least until the infection has been brought 
under control. 
Distrycin 
is supplied in 


SQUIBB | 1 and 5 Gm. vials, 


. . expressed as base 
a leader in streptomycin research and manufacture P 


‘Distrycin’® and ‘Nydrazid’® are Squibb trademarks 
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American Medical Association 


Eighth Annual Interim Meeting 


The Seventh Medical Public Relations Confer- 
ence was held Sunday, November 28, 1954, at the 
McAllister Hotel, Miami, the day before the AMA 
Interim Session. The program started with a 
showing of “A Life to Save,” a new AMA film 
produced for use of state and local medical socie- 
ties. Very good. 


Edward Jelks, M.D., of Jacksonville, Florida, 
Chairman, spoke on “Liaison for Public Relations, 
Board of Governors, and Florida Medical Asso- 
ciation.” George F. Lull, M.D., Secretary and 
General Manager of the AMA, spoke on “Why We 
Are Here.” Elmer Hess, M.D., Erie, Pennsylvania, 
President-Elect of the AMA, in delivering the 
keynote address, said: ““The backbone of medical 
ethics is summed up in just one phrase, ‘service to 
suffering humanity,’ and the practice of medicine 
is an individual, personal service to which every 
patient is entitled, regardless of his means.” Urg- 
ing physicians to strive for a better understanding 
of the general public’s problems, Dr. Hess said, 
“Words alone are not sufficient to convince a 
cynical public of the humanitarian purposes of 
medicine. Let us not just try to convince the 
public; let it do for the public.” Leo E. Brown, 
Director of Public Relations, AMA, presented 
“The Basic Eight” the AMA’s new Public Rela- 


tions manual for county medical societies. 


Immediately following a buffet luncheon, a 
Panel. Discussion was held on “What About Busi- 
ness Office Consultants?” Floyd F. Winslow, M.D., 
Rochester, New York, Chairman of the Public 
Relations Committee of the Medical Society of the 
State of New York, acting as chairman, opened 
the discussion and introduced the panel members: 
James O. Kelley, Executive Secretary of the Medi- 
cal Society of Milwaukee County, Milwaukee: Paul 
Revenaugh, Chicago, Professional Business Man- 
agement; George W. Slagle, M.D., Battle Creek, 
Councilor, Michigan State Medical Society. and 
Allison E. Skaggs, Battle Creek, Professional Man- 
agement. The panel used the prescribed hour in 
presenting the subject and in asking and answering 
questions, including invited questions from the 
floor. Very instructive and from appearances inter- 
esting to the audience. Daniel Mich, Editorial 
Director of Look magazine, speaking on “Why 
Magazines Write About Medicine,” said that the 
main reason lies in the personal nature of the 
subject and boils down to the fact that people like 
to read about themselves.” Every reader survey 
shows a continuing high interest in medical sub- 
jects, and the net effect of the increased interest 
has been good for both the profession and the 
public.” 
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The next item of the program was a panel dis- 
cussion on matters growing out of veterans’ af- 
fairs and the AMA policy: “After the Policy, 
What?” The moderator was Russell B. Roth, M.D., 
Committee on Veterans’ Medical Affairs, Medi- 
cal Society of the State of Pennsylvania. The 
panel was composed of Rowland B. Kennedy, 
Jackson, Mississippi, Executive Secretary, Missis- 
sippi State Medical Association; Robert H. Baker, 
M.D., Pontiac, Michigan, President Michigan 
State Medical Society; Richard R. Graham, Oakla- 
homa City, Executive Secretary, Oklahoma State 
Medical Association; and Hartwell Joiner, M.D., 
Gainesville, Georgia, Chairman, Veterans’ Affairs 
Committee, Medical Association of Georgia. Dur- 
ing the discussion each told of the problems in his 
own state and efforts at solution, and stressed the 
difficulty of finding a common ground, especially 
since the statement of policy by the AMA House 
of Delegates. It was pointed out that the prob- 
lem is a House of Delegates affair, not one for 
the public relations conference which cannot set 
policies. It can only advise and attempt to carry 
them out. Discussion was quite wide and included 
a statement by William Bromme, M.D.. Chairman 
of The Council, MSMS, and chairman of a very 
active and very successful joint committee repre- 
senting the medical, dental, and four major veter- 
ans’ organizations. Since the Michigan committee 
has been active, there have been no more blasts 
at the medical policy from the Michigan veterans’ 
organizations. 

There were two preview showings of medical 
subjects, “Night Call,” presented on DuPont’s 
Cavalcade of America, Tuesday evening, Decem- 
ber 7, 1954, and “Medical Research News” Ciba’s 
new fifteen-minute television "rogram to be pre- 
sented early in 1955. 

This conference was attended by over 350 physi- 
cians and others interested in Medical Public 
Relations. 


The sessions of the House of Delegates, the 
policy-making part of the American Medical Asso- 
ciation, started early Monday morning and con- 
tinued throughout the day and the evening. Re- 
ports, new business and resolutions were the order 
of the day. Each was referred to the appropriate 
Reference Committee. The sessions of Wednes- 
day, December 1, were devoted to the reference 
committees’ reports, followed by whatever action 
seemed right. The attendance was remarkably 
complete. Every Michigan delegate was present 
and active. Geriatrics, medical ethics, internships, 
grievance committees, hospital accreditation, oste- 

(Continued on Page 30) 
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Protews vulgarts 29,000 X 


Proteus vulgaris is a Gram-negative organism commonly involved in 
urinary tract infections + septicemia 


peritonitis following low perforation of the gut. 


It is another of the more than 30 organisms susceptible to 


PANMYCIN 


100 mg. and 250 mg. capsules 
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opathy, the doctor draft law state-subsidized medi- 
cine and malpractice insurance problems were 
among the major subjects of discussion and action 
by the House of Delegates. 

During the meeting, the AMA Board of Trus- 
tees also announced the appointment of a thirteen- 
member Commission to make a comprehensive sur- 
vey of the various types of plans through which 
the American people receive medical services. The 
Commission, headed by Dr. Leonard W. Larson of 
Bismarck, North Dakota, member of the Board of 
Trustees, will begin work immediately and will 
require at least a year to complete its survey. 

Named as the 1954 General Practitioner of the 
Year was Dr. Karl B. Pace of Greenville, North 
Carolina, whose selection by a special committee 
of the Board of Trustees was announced at the 
opening session of the House of Delegates on Mon- 
day by Dr. Dwight H. Murray of Napa, Cali- 
fornia, Board Chairman. Dr. Pace received the 
medal and citation, presented annually for com- 
munity service by a family doctor, from Dr. 
Walter B. Martin of Norfolk, Virginia, President 
of the American Medical Association, immediately 
after the announcement. 

Other highlights of the opening session were 
addresses by Dr. Martin; Mr. Seaborn P. Collins, 
National Commander of the American Legion; 
Mrs. Oveta Culp Hobby, Secretary of Health Edu- 
cation and Welfare, and Mr. Edwin J. Faulkner, 
President of the Woodmen Accident and Life 
Company of Lincoln, Nebraska. 

Opposing viewpoints on the controversial pro- 
posal for reinsurance of health insurance plans, 
which was shelved by Congress last July and is 
expected to come up again, were voiced before the 
House of Delegates by Mrs. Oveta Culp Hobby 
and Edwin J. Faulkner. 

Making a flying visit to Miami, Mrs. Hobby, 
Secretary of Health, Education and Welfare, ap- 
peared before the House to explain why the 
Eisenhower Administration strongly supports the 
reinsurance proposal. Later Mr. Faulkner, of Lin- 
coln, Nebraska, President of the Woodmen Acci- 
dent and Life Insurance Company, told the mem- 
bers of the House that the reinsurance plan would 
add nothing to the present rapidly expanding and 
successful health insurance field. 

Mr. Faulkner, who is a Past President of the 
Health and Accident Underwriters Conference, 
has been one of the nation’s outspoken critics of 
any government plan. 

Here is a brief summary of what Mrs. Hobby 
said: 


“In seeking to further this objective, we in the Depart- 
ment of Health, Education and Welfare, and you in the 
American Medical Association have, as I have mentioned 
agreed on a number of major means. 


“We have agreed, for example, that the system of 


> 
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voluntary health insurance is an effective mechanism 
through which the majority of Americans can help pay 
their medical care costs. We are on common ground in 
the objective of strengthening and supporting the 
healthy growth of this system. 

“The President has proposed a system of health rein- 
surance which, in our opinion, would further this mutual 
objective. In brief, despite the remarkable gain in the 
number of people having some protection from prepaid 
insurance and the increase in insurance benefits, the 
dollar gap between total private expenditure for medical 
care and that part paid for by insurance continued to 
widen. 

“The health reinsurance proposal does offer the oppor- 
tunity to provide more people with health insurance and 
to provide better health insurance. It offers this oppor- 
tunity to the 30 million people not now covered but 
who can afford to purchase voluntary health insurance. 
And it offers the opportunity for improved coverage for 
a sizable segment of the 99 million who now have some 
health insurance. 


“The health reinsurance proposal represents what we 
believe to be a necessity. It offers opportunity for self- 
help without subsidy. 

“Several weeks ago I had a most interesting meeting 
with the members of your Liaison Committee—Dr. 
Walter Martin, Dr. Dwight Murray, Dr. James Reuling, 
Dr. David Allman and Dr. Frank Wilson. Out of that 
meeting came a plan to set up a joint task force with 
representation of the American Medical Association and 
the Department to clarify areas of concern and to 
identify more clearly that segment of the population 
that cannot be covered by health insurance. 

“May I say that the reinsurance proposal, I firmly 
believe, will encourage the medical profession, insurance 
organizations, and government to work together on a 
project for the improvement of the health of the great 
majority of the people of the nation. We need your 
help to accomplish this great objective.” 


Here is a brief summary of what Mr. Faulkner 
said: 

“The trifling volume of health reinsurance business 
now being done reflects not inadequate reinsurance 
facilities in the private market, but an absence of need 
for reinsurance. In point of fact, establishment of a 
Federal Health Reinsurance fund would bring govern- 
ment into direct competition with private reinsuring 
companies that are serving the market adequately. The 
proviso that federal reinsurance will not be offered when 
private reinsurance is available at comparable terms and 
rates means little when it is remembered that the federal 
plan would be capitalized with public monies, initially 
subsidized for operating expenses and would pay no taxes. 

“Those who oppose the establishment of a Federal 
Health Reinsurance plan believe it would raise false 
hope for a more rapid expansion of health insurance 
while contributing nothing to the realization of that 
hope. Government reinsurance of health insurance plans 
would introduce no magic into the field of financing 
health care costs.” 


Reinsurance does not increase the ability of the 
insurer to sell protection to the unwilling buyer. 
Reinsurance does not reduce the cost of insurance. 
Reinsurance does not make insurance available to 
any class of risk or geographic area not now 
within the capabilities of voluntary insurers to 
reach. 

Seaborn P. Collins, of Las Cruces, New Mexico, 
National Commander of the American Legion, 

(Continued on Page 32) 


JMSMS 




















FOR THE FIRST TIME! 


A FAMOUS NAME BRAND 
WITH A FICTER,! 


r/ VATA POPULAR 
FILTER PRICE 


“a Bi 


eS: = 











Old Gold 


CIGARETTES 


i F 
i iss 
Hh 





Ma 


Oe 


| 





OLD GOLD FILTER KINGS 


The One Filter Cigarette that 
really Tastes like a Treat. 





Here’s the first famous name brand 
to give you a filter. And when you see 
the Old Gold name on the pack, you 
know you're getting a quality tobacco 
product. 


Rich tobacco taste—the Old Gold 
tobacco men have done it again! 
The world’s most respected tobacco 
craftsmen have created a wonderful 
new filter cigarette that reflects every 
year of their company’s nearly 200- 


year tobacco heritage. Old Gold Filter 
Kings give you true tobacco taste in 
every single puff. 


On sale now along with the other 
members of the Old Gold Family— 
new Old Gold Filter Kings sell at a 
popular filter price. Whichever kind 
of cigarette you prefer, just make sure 
it’s one of the family . . . America’s 
First Family of Cigarettes. 


True filter—true flavor—The effective 
filter that lets real flavor through. 
Pure white . . . never too loose... 


never too tight—this easy draw filter 
makes every puff taste like a treat. 
Doctors: Today Old Gold Filter 
Kings are sold in most U. S. cities, 
and our distribution is expanding 
every day. If your city does not yet 
have Filter Kings, simply write to 
P. Lorillard Company, 119 W. 40th 
St., New York 18, N. Y., and spe- 
cial arrangements will be made to 
make them available to you. 


le 
Coleillard Company 











(Continued from Page 30) 


called for an end to name-calling and propaganda 
in the field of medical aid for veterans. 

Acknowledging that the Legion and the AMA 
differ on the question of what treatment should 
be handled by Veterans Administration hospitals, 
Collins said: 


“We of the Legion do not like to see hospitalized 
veterans made the victims of a controversy which cast 
unnecessary and unfounded suspicions upon their entitle- 
ment to hospital care. You do not like that either. You 
couldn’t, and still honor your obligation to comfort and 
heal the sick. 

“If we agree on that point, then we ought to try in 
all sincerity to broaden the agreement—and remove this 
particular controversy from the area of name-calling and 
propaganda.” 

Collins said the Legion was as much opposed as the 
AMA to socialized medicine and “neither expects nor 
wants the government to give carte blanche entitlement 
to medical care to all veterans.” 


‘ 


But he added: 


“You know, as do I, that a percentage of our citizens 
must inevitably ask for help—because of disaster, mis- 
fortune and other circumstances beyond their control. 

“The American Legion simply believes that this per- 
centage of our citizens, when they are honorably dis- 
charged war veterans, have earned the necessary care as 
beneficiaries of the federal government. We believe the 
American people have accepted, approved and activated 
that philosophy through legislation enacted by the 
Congress. 

“We further believe that the country does not want 
or expect its veterans to impoverish themselves beyond 
possibility of economic recovery before seeking needed 
medical care through the Veterans Administration.” 


Mr. Collins told the House that he is willing to 
appoint qualified Legion representatives on a com- 
mittee to take part in joint Legion-AMA study of 
veterans’ hospitalization. Later during the meeting 
the Board of Trustees announced appointment of a 
three-man committee to meet with the Legion on 
the issue of veterans’ medical care. The members 
of the AMA committee are Dr. Elmer Hess, Dr. 
David Allman and Dr. Louis Orr. 


New AMA Geriatrics Unit 


The House of Delegates passed a Pennsylvania 
resolution which directed: 


“That the AMA Board of Trustees consider the crea- 
tion of an organization on geriatrics within the present 
structure of the American Medical Association, the pur- 
pose of which shall be: (1) to develop and assist com- 
mittees on geriatrics and gerontology originating from 
constituent state associations and component county 
societies of the American Medical Association; (2) tc 
act as a liaison between such state and county committees 
so there shall be a free flow of information between all 
levels of organized medicine on the subject of geriatrics; 
(3) to make available to the American people such facts, 
data and opinions concerning the subject of geriatrics 
as may be considered of value in alleviating social and 
medical problems created by the increasing population 
of older age groups; and (4) to perform such other 
duties as will improve and advance the medical care 
rendered to people of the older age group.” 
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Medical Ethics 


Accepting a recommendation in a report of the 
Council on Constitution and Bylaws, the House 
amended Section 7 of Chapter I of the Principles 
of Medical Ethics so that it now reads as follows 
on the subject of patents and copyrights: 


“A physician may patent surgical instruments, appli- 
ances and medicines or copyright publications, methods 
and procedures. The use of such patents or copyrights 
or the receipt of remuneration from them which retards 
or inhibits research or restricts the benefits derivable 
therefrom is unethical.” 


In another action involving medical ethics, the 
House rejected a Kansas resolution which would 
have removed Section 8 of Chapter I from the 
Principles of Medical Ethics. The Reference Com- 
mittee on Miscellaneous Business. in recommend- 
ing disapproval of the resolution. said: 


“The American Medical Association would fail to 
assume a vital responsibility if no provision is included 
in the Principles of Medical Ethics regarding the prob- 
lem of ownership of drug stores and dispensing of drugs 
by physicians. . It is possible that some phases of 
this principle are susceptible of amendment or change, 
but certainly the entire principle should not be dis- 
carded.” 


Report on Internships 


Acting on the report of the Ad Hoc Committee 
on Internships, the House accepted a recommenda- 
tion of the Reference Committee on Medical Edu- 
cation and Hospitals that “the data and judgments 
of the Ad Hoc Committee on Internships will 
provide valuable guidance to the Council on 
Medical Education and Hospitals and with this 
in view it is recommended that the report be 
referred to the latter for their further study and 
guidance.” Following are a few excerpts from the 
report of the Ad Hoc Committee on Internships: 


“It is our opinion that graduates of foreign medical 
schools should be considered for intern appointment in 
approved hospitals only when there is satisfactory evi- 
dence that: 

“1. Language difficulties will not seriously impair the 
program. 

“2. The same educational standards are applied to 
graduates of foreign schools as to graduates of approved 
American medical colleges. 

“3. The appropriate state licensing board approves. ... 

“The Committee believes that the present standards 
detailing only the number of annual admissions, autopsy 
rate, number of beds and assignment of an intern to 
from 15 to 25 beds, are without significant meaning 
unless and until every local situation is reviewed ‘on the 
grounds’ and with full opportunity for discussion be- 
tween the representative of the accrediting body and 
representatives of the hospital’s governing board and its 
medical staff. ... 

“Had the ‘two-thirds rule’ remained a requirement 
and been rigidly applied to the two consecutive intern 
years 1952-53 in combination with 1953-54 it would have 
removed 448 hospitals, cancelled 4,205 internships to 
which 784 students were matched in those years and 
reduced the number of internships available to 6,766... . 
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“The Committee suggests consideration of some re- 
quirement based on filling a percentage of approved 
internships and a time limit to eliminate some of the 
unhealthy aspects of the present situation. The follow- 
ing requirement is recommended: Any internship pro- 
gram which in two successive years does not obtain one- 
fourth of its stated intern complement be disapproved 
for internship training. 

“As applied to the figures for 1952-53 in combination 
with 1953-54, this requirement would have removed 
277 hospitals, cancelled 2,139 internships to which 80 
students were matched in those years and reduced the 
number of internships available to 8,832.” 


Grievance Committees 


In order to improve efficiency and maintain high 
standards in the operation of grievance or media- 
tion committees, the House endorsed the principles 
of two similar resolutions introduced by the Colo- 
rado and Mississippi delegations and asked the 
Board of Trustees to appoint a committee to study 
and report on recommended standards for the 
operation of such services. Both resolutions had 
emphasized the valuable public service aspects of 
grievance committees and had suggested that the 
committee appointed by the Board of Trustees be 
composed of representatives from constituent so- 
cieties in which grievance committees have been 
effective and useful. 


Hospital Accreditation 


In place of an Indiana resolution protesting cer- 
tain situations arising in connection with hospital 
inspections, the House adopted the following sub- 
stitute resolution to resolve the problems in ques- 
tion: 


“Resolved, that the Secretary of the American 
Medical Association be directed to request that the 
Joint Commission on the Accreditation of Hospitals 
supply a copy of the letter of notification regarding the 
results of the survey of each hospital to the Hospital 
Administrator, to the Chief of the Professional Staff and 
to the Chairman of the Governing Board of the hospital.” 


Osteopathy 


The House concurred in the following supple- 
mentary report of the Board of Trustees on the 
osteopathic situation: 


“Contingent on the receipt of the report from the 
Committee to Study the Relations Between Osteopathy 
and Medicine of its ‘on campus’ observations of osteo- 
pathic schools, the House of Delegates in June, 1954, 
agreed to hold in abeyance any action on this important 
subject until this meeting. 

“The Committee, after meetings and extensive negotia- 
tions with the American Osteopathic Association, has 
now made final arrangements for visiting five of the six 
schools of osteopathy, and these plans have been 
approved by the Board of Trustees. 

“It is the recommendation of the Board, therefore, 
that consideration of this matter be held in abeyance 
by the House of Delegates until the June, 1955, meeting, 
at which time the Committee expects to have a complete 
report of its findings concerning the nature, scope and 
quality of education in schools of osteopathy.” 
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The Doctor Draft Law 


The Reference Committee on Medical Military 
Affairs considered several reports and resolutions 
involving the doctor draft law, and then proposed 
the following policy statement which was adopted 
by the House of Delegates: 


“(A) That on the basis of current information the 
House of Delegates commend and express itself as being 
in complete accord with the Board of Trustees and its 
Council on National’ Defense that the ‘Doctor Draft 
Law’ should not be extended after June 30, 1955, and 
that the House of Delegates further express its confidence 
in the ability of the Board of Trustees and its Council 
on National Defense to properly handle any new situa- 
tion which may develop in regard to this highly complex 
and involved problem. 


*(B) That the Board of Trustees and its Council on 
National Defense continue to study the problem of 
providing the best possible medical service for members 
of the armed forces and that they make recommenda- 
tions to the Department of Defense at the earliest pos- 
sible time for a more permanent solution to the problem, 
giving special attention to the further development of a 
career medical corps with adequate compensation there- 
for.” 


State-Subsidized Medicine 


Most controversial issue at the Miami meeting 
was a resolution on “Policy on Medical Practice 
by Tax Supported Medical Schools,” introduced 
by the Mississippi State Medical Association. This 
resolution provided that: 


“The American Medical Association reaffirm its un- 
alterable opposition to socialized and state subsidized 
medicine regardless of the form which it may assume, 
and 

“The House of Delegates of the American Medical 
Association is of the opinion that these principles should 
be considered by constituent and component medical 
societies together with all other facts pertinent to the 
local situation in all controversies arising in the employ- 
ment of medical faculty by state (tax) supported medi- 
cal schools and be fully considered in effecting action 
within the framework of this policy.” 


The Reference Committee on Medical Educa- 
tion and Hospitals agreed with that portion of the 
resolution regarding “unalterable opposition to 
socialized medicine’? but recommended that the 
resolution be referred, without approval or dis- 
approval at this time, to the Council on Medical 


‘Service which currently is studying the various 


aspects of this subject. The House adopted the 
reference committee’s recommendation. 


Malpractice Insurance 


Two resolutions and a Board of Trustees sup- 
plementary report—all dealing with the problems 
and difficulties in obtaining satisfactory profes- 
sional liability insurance—were considered together 
by the Reference Committee on Insurance and 
Medical Service. The House of Delegates accepted 
the reference committee report which said: “Inas- 
much as the Board of Trustees has reported that 
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there is in progress a study on the subject, we 
feel that we can well await the recommendations 
that the Board is planning to make at the next 
session. Due to the apparent emergency aspect of 
the problem, the Board of Trustees is urged to 
report to the membership as soon as_ possible, 
through its component societies, on the progress 
of this urgent study.” 


Opening Session 


Dr. Walter B. Martin, AMA President, declared 
at the opening session that “medicine belongs to 
the people” and physicians are “merely the pur- 
veyors” of medical care. Dr. Martin stressed that 
physicians have an obligation to the people that 
“goes beyond our own private practice and into 
the community,” and he also emphasized the im- 
portance of “continued effort to meet the medical 
needs of the low-income and other non-insurable 
groups.” 


Awards and Contributions 


At the closing session of the House of Delegates, 
the American Medical Association received a cita- 
tion for pioneering in helping to bring educational 
television to the American public. James Keller, 
chairman of the Miami Citizens Committee for 
Educational Television, presented the award on 
behalf of the National Citizens Committee for 
Educational Television. Dr. Martin accepted the 
citation for the AMA. 

At the same session, the Utah State Medical 
Society, represented by Dr. George M. Fister of 
Ogden, presented a check for $10,355 to the Amer- 
ican Medical Education Foundation to aid in 
relieving the financial plight of the nation’s medi- 
cal schools. The contribution was received by Dr. 
Louis H. Bauer, President of the Foundation, who 
also announced that a check for $1,000 had been 
contributed by the Southern Medical Association. 


1957 Clinical Meeting 


Philadelphia was chosen as the place for the 
1957 Clinical Meeting, the dates of which will be 
announced later. Invitations also had been re- 
ceived from Denver, Detroit, Mexico City and 
Washington, D. C. The Clinical Meeting will 
be held in Boston in 1955 and in Seattle in 1956. 


Health Fair 


As the AMA Clinical Meeting came to a ‘close 
on Thursday, December 2, a health fair for the 
public opened in Miami’s Bayfront Auditorium 
under the auspices of the Dade County Medical 
Society. The fair, which was open through Sun- 
day with more than eighty exhibits featured, marks 
the first time that such an event has been held in 
connection with the AMA Clinical Meeting. 

Registration toward the end of the third day of 
the Clinical Meeting included 3,167 physicians; 
3,441 guests including residents, interns, nurses and 
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others, and approximately 900 exhibitors and ex- 
hibitors’ guests—for a grand total of more than 
7,900. Final total registration at the 1953 Clini- 
cal Meeting in St. Louis was 7,716. 

The scientific meetings were well attended, and 
produced much new information which will be 
published soon. One of Michigan’s doctors made 
the public press as follows: 


(From Miami Daily News, Nov. 30, 1954) 


“Psychiatry and religion have a common goal—‘to 
help each person develop the capacity to love unselfishly’ 
—an internationally known psychoanalyst told the Men- 
tal Health Society of Southeastern Florida. 

“Sigmund Freud’s concept of love is entirely in har- 
mony with St. Paul’s concept of love,” Dr. Leo Barte- 
meier, Detroit, Michigan, chairman of the American 
Medical Association’s Committee on Mental Health, told 
listeners in the packed auditorium of the Dade School 
Administration Building. Some stood at the rear of the 
auditorium, which seats 330. 


How Aims Coincide 


Psychiatrists and clergymen of all faiths are learning 
how to work together, Dr. Bartemeier said, but “this 
most encouraging understanding between psychiatry and 
religion is very recent. 

“Religion and psychiatry are separate functions in the 
service of mankind. They are and can be of tremendous 
help to one another. 

“But the psychiatrist must remember that he is a 
physician ministering to the ill; the clergyman must 
remember that he is a theologian ministering to spiritual 
needs.” 

Ideally, Dr. Bartemeier said, a psychiatrist should 
“have an understanding of moral values and must have 
respect for the traditions of religious faith’; a clergyman 
should feel free to consult with a psychiatrist and should 
know when to do so. 


“There Is No Conflict” 


Pointing out that, traditionally, most people take their 
personal problems first to the family doctor or minister, 
Dr. Bartemeier said many doctors and clergymen possess 
“helpful intuitive understanding.” 

“We have 160,000,000 people and only 8,000 psychiat- 
rists,”’ he said. “There never will be enough psychiatrists. 

“Clergymen and physicians do not need to become 
psychiatrists. But because they deal with people so 
closely, there is an urgent need that they get some 
scientific knowledge of personality structure and that 
they develop an awareness of themselves and the effect 
they have on the people they work with.” 

In the past 10 years, he said, an increasing number 
of clergymen have sought training which would help 
them understand emotional problems. 

There is no real conflict between psychiatry and reli- 


‘gion, he added. 


“There are lots of people who don’t think they’re reli- 
gious, but I suspect that, deep inside, they have religious 
feelings. 

“Man tends primarily to be religious.” 


Other Michigan men on the program were: 
Joseph A. Johnston, M.D., Detroit—‘“‘Nutrition in 
Relation to Infection;” Dwight C. Ensign, M.D., 
and John W. Sigler, M.D., Detroit—Scientific Ex- 
hibit: “Osteoarthritis-rheumatoid Arthritis—Diag- 
nosis and Treatment”; William L. Lowrie, M.D., 
W. Earl Redfern, M.D., and Brock E. Brush, M.D., 
Detroit—“Conservative Management of Diabetic 
Food Complications”; James Barron, M.D., and 
L. S. Fallis, M.D., Detroit—‘“Tube Feeding.” 
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Editorial 





THE MICHIGAN STATE MEETING 


The president and yours truly attended the 
annual meeting of the Michigan State Medical 
Society. The hospitality was wonderful and the 
business meeting very interesting. Strangely 
enough one heard discussion on such points as 
“How does an assistant get paid from a prepaid 
plan?” “How can the fees of one group be brought 
into balance with those of other groups?” 

They have an interesting method of hearing 
resolutions on all aspects of the agenda and then 
referring them to reference committees. These 
committees study the resolutions and bring back 
a composite one for the consideration of Council. 
It certainly cuts down on the amount of discus- 
sion on the floor of the house. 

The House of Delegates for the annual meet- 
ing of their prepaid plan is the same as for the 
association. This seems very sensible indeed.— 
Ontario Medical Review, November, 1954. 


MANTLE OF MARS 


There seems to be general agreement that our 
nation will be compelled to maintain an elaborate 
military establishment for an unpredictable num- 
ber of years. There is too wide a gap between the 
philosophies of the west and the east for easy 
bridging by a series of treaties or a score of years. 
If we are committed to strengthening our military 
protection must we not look forward to the 
changed day when all citizens are or have been 
part of the military force? 

When most citizens have become veterans the 
problems of their medical care will have become 
so much a function of government that it will be 
unnecessary to debate whether or not a local com- 
munity can furnish the facilities for certain of 
them. There will be too few civilians to man the 
facilities or furnish the funds and government, in 
setting up a behemoth to protect the individual, in 


fact, will have made him ever so much more 


dependent on government. 

In the total nature of this preparation, however, 
certain accessory activities assume proportion. 
Every man will be expected to provide years of his 
life in military training and military service— 
through extension of the present draft mechanics 
or universal military training. If he is able-bodied 
he will serve as a combat soldier; if he has defects, 
he will be used in some non-combat capacity. This 
will, in its impersonal operation, minimize the 
curious exemptions which have made many heroes 
and not an inconsiderable number of gold-brick- 
ers in the past and present experience. 

For the medical support of these expanded mili- 
tary units there will be a demand for doctors far 
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in excess of training capabilities. But reason may 
enter this problem also. All doctors will be liable 
for a tour of duty related to their individual phys- 
ical status—some with the combat units, some with 
the support troops and some in specialized situa- 
tions. This period of assignment might well come 
at the time when the period of training has ended 
and before the physician has established his roots 
within a community. There is something to be 
said for the governmental subsidization of a per- 
centage of the medical class as a method of de- 
veloping “career” physicians. 

The problem is very complex. Many traditional 
points of view may well need examination as we 
shift toward a larger military organization.—Edi- 
torial by WrituiAmM Brome, Detroit Medical 
News, November 22, 1954. 





NEW DISEASE DISCOVERED 


Jerome W. Conn, M.D., Ann Arbor, has discovered 
a new disease. He has worked out the cause and treat- 
ment of a severe form of kidney disease which has 
puzzled researchers for years. The disease previously 
known as potassium-losing nephritis, he has named “Pri- 
mary Aldosteronism.” 

Dr. Conn revealed primary aldosteronism, a new 
clinical syndrome, to medical students and doctors of 
the University of Michigan Journal Club; also to mem- 
bers of the Detroit Oto-Laryngological Society who at- 
tended the Middle Section meeting of the American 
Laryngological, Rhinological and Otological Society, 
held at the Sheraton-Cadillac in Detroit, January 24, 
1955. By invitation, Dr. Conn presented a paper en- 
titled “Present Concepts of the Activities of the Pituitary- 
Adrenalin Mechanism and of the Adrenal Steroids.” 

‘A part of this discussion appeared in the January is- 
sue of The Journal of Laboratory and Clinical Medicine. 





The most prognostically favorable group of lung can- 
cers comprises those in which exploration and resection 
are done with reasonable dispatch after the abnormal 
shadow is discovered on survey. 








At the 
MICHIGAN CLINICAL INSTITUTE 
Sheraton-Cadillac Hotel, Detroit 
March 9-10-11, 1955 
You'll find 
WHAT'S NEW, DOCTOR, THAT 
YOU CAN USE! 


(No registration fee) 
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Coarctation of the Aorta 


By Cameron Haight, M.D., Herbert Sloan, M.D. 
and 
William F. Rubel, M.D. 
Ann Arbor, Michigan 


URGICAL CORRECTION of coarctation of 

the aorta, although of recent origin, has now 
become a relatively frequent operation. Excision 
of a coarctation and direct end-to-end anastomosis 
of the aorta was first performed by Crafoord®* in 
October, 1944, and shortly thereafter by Gross.” 
This paper will analyze the findings in the patients 
with coarctation who have been seen at the Uni- 
versity of Michigan Hospital since January 1, 1948, 
and the results obtained in the thirty patients for 
whom operation has been done. 

In considering the undertaking of any major 
surgical procedure the morbidity and mortality of 
the disease must warrant the operation. The poor 
prognosis of patients with coarctation has been 
well shown in the work of Reifenstein, Levine and 
Gross* and Abbott.' Over 60 per cent of the 
patients so afflicted died before or during their 
fortieth year, the average age of death being ap- 
proximately thirty-five years. The mortality is due 
mainly to complications of the abnormality, con- 
sisting of rupture of the aorta, subacute bacterial 
endocarditis or endarteritis, congestive failure and 
intracranial hemorrhage. 

The symptoms in the patients in this series con- 
sisted mainly of headache, easy fatigability of the 


From the Department of Surgery, University Hos- 
pital, University of Michigan, Ann Arbor, Michigan. 

This study has been sponsored by a research grant 
from the Michigan Heart Association. 

Presented at the Fifth Annual Michigan Heart Day 
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January, 1955 


extremities, coldness of the feet, and shortness of 
breath, or a combination of these symptoms. A 
number of the patients complained of no symptoms, 
although minor symptoms could be elicited on 
direct questioning. Thirty-four per cent of the 
patients were entirely without symptoms. 

The diagnosis in the vast majority of cases can 
be made on physical examination alone. In the 
present series the diagnosis was made in 61.7 per 
cent of the cases during the course of the routine 
In 11.7 per cent of the 
patients the diagnosis was first suspected on roent- 


physical examination. 


gen examination. Collateral vessels over the thorax 
and upper abdomen were common in adults but 
were by no means constant. They were seen or 
palpated in 52 per cent of all patients on physical 
examination and in 62.5 per cent of the adult 
patients. 

Hypertension, which has been defined as a 
systolic pressure exceeding 140 mm. Hg. and a 
diastolic pressure exceeding 90 mm., was present 
in all except two patients. The blood pressure in 
the legs was less than that in the upper extremities 
in all patients. 

The cardiac findings were variable, but most 
commonly a systolic murmur was present at the 
base of the heart and posteriorly along the left 
border of the mid-thoracic portion of the spine. A 
basal diastolic murmur was occasionally present 
and was generally attributed to either aortic regur- 
gitation due to a bicuspid aortic valve or, par- 
ticularly if a machinery-like murmur was present, 
to patency of the ductus arteriosus. Bicuspid aortic 
valves are stated by Gross* to be present in 40 per 
cent of the cases of coarctation at autopsy. Basal 
diastolic murmurs were present in 17.7 per cent 
of the patients in the present series. In two-thirds 
of these patients the basal diastolic murmur was 
attributed to aortic regurgitation, presumably due 
to a bicuspid aortic valve, and in the remaining 
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one-third the murmur was due to patency of the 
ductus arteriosus. 

Roentgen examination of the chest was found 
to be a valuable diagnostic aid. The almost pathog- 
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Fig. 1. Diagram of the usual adult type of coarctation 
of the aorta. Minor variations in the level of the coarc- 
tation are to be expected, although not depicted. 


nomonic finding in the roentgenogram of the 
chest was notching of the ribs due to enlarged 
intercostal arteries. This sign was not commonly 
seen in children but was the usual finding in adults, 
being noted in 64.3 per cent of the adult patients 
in this study. Other roentgen signs which have 
been found valuable were a widening of the left 
superior mediastinum due to enlargement of the 
left subclavian artery, a lack of prominence of the 
aortic knob, an indentation of the left border of the 
aorta at the site of the coarctation and an anterior 
and mesial deviation of the esophagus at or near 
the site of coarctation, as demonstrated by a bari- 
um swallow. We have found angiocardiography of 
considerable aid in evaluating the site and anatomy 
of the aortic obstruction. This procedure has been 


used in all of the patients for whom operation has: 


been undertaken and in fifteen of the patients for 
whom operation has not been done. Before the 
availability of aortic grafts, it proved most useful 
in excluding from operation those patients who 
were believed to have an anatomical condition 
unsuitable for end-to-end anastomosis. Operation 
was not undertaken for six patients primarily on 
the angiocardiographic findings. 

The selection of patients for operation has under- 
gone some modification since our early experience 
in the treatment of this anomaly. It is our opinion 
that operation should be advised for most patients, 
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especially those in the younger age groups, in whom 
a definite clinical diagnosis can be made, and in 








whom the angiocardiogram reveals a suitable ana- 
tomical situation for either an end-to-end anas- 














Fig. 2. Photograph of a resected area of coarc- 
tation. The external diameter of the aorta is con- 
siderably greater than that of the lumen which 
has been reduced to a pin point size by a mem- 
branous diaphragm at the level of maximum nar- 
rowing. 


tomosis or an aortic graft. This attitude, however, 
is considerably modified by the age of the patient 


and associated cardiovascular defects. The ideal 
age for operation is believed to be during the sec- 
ond decade. Because of the uncertainty of the 
growth of the anastomosis in children below the 
age of ten years, operation is generally deferred, 
if their condition warrants. The older age groups 
present increasing technical hazards due to the 
atherosclerotic changes in the aortic wall. These 
changes occur relatively early in coarctation and 
are frequently well established by the third decade. 
While the risk is considerably greater in the older 
age groups, operation has been performed success- 
fully in a patient in the fifties.‘ The presence 
of severe aortic regurgitation has been generally 
regarded as a contraindication to surgery, as have 
advanced myocardial changes in patients in the 
older age groups. 

The patients for whom operation was done con- 
sisted of seventeen males and thirteen females. 
In the entire series of patients with and without 
operation, the ratio of males to females closely 
approximated 2:1, with males predominating, as 
described by Gross. The ages of the patients for 
whom operation was undertaken ranged from seven 
months to thirty-nine years, with a mean age of 
19.7 years at the time of operation. The thirty 
patients underwent a total of thirty-one operations, 
there being one instance of an aneurysm of the 
aorta immediately distal to the coarctation. As 
excision of the aneurysm and coarctation with 
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COARCTATION OF THE 


end-to-end anastomosis was impossible, the opera- 
tion was terminated and subsequently an aortic 
graft was successfully inserted for this patient. 
The lack of collateral vessels at operation in an- 


AORTA—HAIGHT ET AL 


of the subclavian artery to the distal aorta, as 
originally suggested by Blalock and Park* was not 
used in any of the patients in this series. The 
major technical difficulty has centered about the 





Fig. 3. Preoperative (left) and postoperative (right) angiocardiograms. The location of the 
coarctation is shown before and after operation. 


TABLE I. COARCTATION OF AORTA 
Complicating Anatomical Findings at Operation 








Aneurysm of intercostal artery below coarctation........ 2 
ID: 0 IE, i hsecaenmsiiienpacenasinenedevbanesnesininic 
Hypoplasia of left subclavian artery.................cceeeeeees 2 
I IE: I yin cseinincravecsnciigwveninsnicenimncnsinnnents 1 
III, RE IT SOI os icercacccctscinsicrinnmitinnisuinnitinteanesnnaiis 1 
Hypoplasia of aorta proximal to coarctation................ 1 





other patient made it probable that the aorta 
could not be clamped safely for the necessary 
length of time without untoward complications. 
The operation was terminated without any defini- 
tive procedure being done. The remaining twenty- 
eight patients underwent excision of the area of 
coarctation and restoration of the lumen of the 
aorta was obtained by end-to-end anastomosis. The 
usual anatomical finding at operation is depicted 
in Figure 1 and an example of the resected area 
of coarctation is illustrated in Figure 2. Two pa- 
tients had aneurysms of the intercostal arteries 
which were successfully excised in conjunction 
with the coarctation. There was one instance of 
a large patent ductus arteriosus which was ligated 
at the time of correction of the coarctation. The 
important complicating anatomical findings at 


Operation are presented in Table I. Anastomosis 
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handling of the extremely fragile, thin-walled, 
dilated and tortuous intercostal arteries. Aortic 
grafts have been available for a relatively short 
period and a graft has been used only in the one 
patient with the aortic aneurysm. 


The postoperative course following correction 
of coarctation of the aorta has not differed sig- 
nificantly from the usual thoracotomy patients. 
There has been no instance of any deleterious ef- 
fect attributable to occlusion of the aorta during 
the operative procedure. The blood pressure in 
the upper extremities tends to drop slowly after 
operation, the maximum effect generally not being 
obtained until the second or third postoperative 
week. Smaller degrees of improvement have 
been noted up to two months. In subsequent fol- 
low-up studies, the blood pressure is generally 
found to approximate the level obtained during 
the first or second month after operation. 


Serial postoperative roentgen examinations of 
the chest have shown no important changes from 
those observed before operation. The rib notching 
has remained essentially unchanged. As most of 
the patients in this series showed no appreciable 
cardiac enlargement.in the roentgenograms before 
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operation, there has been no significant difference 
in the heart size following operation. There has 
been no suggestion of an aneurysm at the site of 


the anastomosis. 
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stance of incipient aneurysm was detected. We be. 
lieve that a postoperative angiocardiographic study 
is indicated in any case in which the result has 
been unsatisfactory. 





Fig. 4. (Left) Preoperative angiocardiogram reveals an aneurysm (depicted by arrows) 
of the aorta immediately below the level of the coarctation. (Right) Postoperative angio- 
cardiogram shows the location of the aortic graft which was inserted after resection of the 
coarctation and aneurysm. 


Postoperative angiocardiograms have been ob- 
tained in five patients, four of whom had some 
clinical finding which suggested the need for this 
type of study. In one of these patients the result 
is classified as unchanged. In this patient, hypo- 
plasia of the distal aorta was found at the time 
of the operation and an estimated 8 mm. diameter 
of the lumen at the site of the anastomosis at 
operation was considered unsatisfactory. In an- 
other patient whose result was classified as fair 
the postoperative angiocardiogram showed a sat- 
isfactory lumen at the site of the anastomosis (Fig. 
3) and no demonstrable explanation for the un- 
satisfactory drop in the blood pressure. The con- 
dition of the aortic graft was also evaluated in 
this manner, the preoperative and postoperative 
angiocardiograms being shown in Figure 4. In 
one patient with mild symptoms questionably ref- 
erable to vascular insufficiency of the left upper 
extremity, the examination revealed a normal 
caliber of the left subclavian artery. In the fifth 
patient whose clinical result was excellent, a sat- 
isfactory appearance of the aorta, which was ex- 
pected in this case, was demonstrated in the angio- 
cardiograms, as well as a demonstrable decrease 
in the diameter of the collateral arteries. No in- 
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All except two patients have been evaluated re- 
cently. One of these patients’ was in excellent con- 
dition when last seen, as was evident from the fact 
that he had been accepted for enlistment in the 
United States Army. Twenty patients, or 66.6 
per cent, are considered to have an excellent result, 
the criteria being the complete relief of symptoms 
and the absence of hypertension, i.e., a blood pres- 
sure not exceeding 140 systolic and 90 diastolic. 
If a second group of patients with a blood pres- 
sure not exceeding 155 systolic and 100 diastolic 
and with complete, or almost complete, relief of 
symptoms is established, seven patients, or 23.3 
per cent can be classified as having obtained a 
good result. Of the remaining three patients, 
numbering 10 per cent of the total, one has 
achieved complete symptomatic relief but only 
fair reduction in blood pressure. The symptoms 
of one patient have been essentially unchanged by 
operation, although there has been a delayed 
lowering of the blood pressure. The remaining 
patient was the one for whom an exploratory op- 
eration was done. Thus twenty-seven patients, or 
90 per cent, can be said to have achieved an ex- 
cellent or good result. There were no deaths in 

(Continued on Page 56) 
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Factors of Vasoconstriction 


and Vasodilation in Shock 


By Mark Nickerson, Ph.D., M.D. 
Winnipeg, Manitoba 


HOCK IS A complex and poorly understood 

syndrome, and although many definitions of 
this condition have been offered, none has proved 
to be sufficiently satisfactory to be generally ac- 
cepted. However, to the average clinician the pre- 
dominant feature of shock is an abnormally low 
blood pressure which may or may not be accom- 
panied by other signs such as palor and coldness 
of the skin, sweating, etc. The arterial pressure 
can be easily and quite accurately measured, and 
consequently, it is understandable that it should 
attract major attention. However, preoccupation 
with blood pressure has led to the neglect of other 
equally or more important factors. The blood pres- 
sure is a significant determination only when it is 
related to the condition of the peripheral vascular 
bed. A normal or elevated pressure operating in 
the face of severe vasoconstriction may actually 
induce less blood flow than a much lower pressure 
associated with peripheral vasodilatation. It is 
the blood flow rather than the blood pressure which 
maintains the viability of tissues. 


In the treatment of shock, adequate restoration 
of blood volume with whole blood and/or other 
fluids to compensate for hemorrhage or loss into 
damaged tissue is of undisputed benefit. This 
procedure is frequently effective in raising the 
blood pressure, and may produce even greater 
benefit to the circulation by improving the cardiac 
output and reflexly reducing peripheral vasocon- 
striction. Other procedures for raising the blood 
pressure are of much more questionable benefit. 
In particular, I should like to raise some questions 
regarding the desirability of the routine use of 
vasoconstrictor agents for this purpose. Consider- 
able evidence is accumulating to indicate that a 
rise in blood pressure due to vasoconstriction may 
be more harmful than beneficial in most hypoten- 
sive conditions. Indeed, it is probable that in most, 
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if not all cases of shock the body itself is producing 
an undesirably high degree of vasoconstriction. 

As a result of the work of Cannon and others 
we have come to think of the sympathetic nervous 
system as one of the major agencies through which 
the body maintains homeostasis, and it is difficult 
to envisage its action as deleterious. However, this 
system was evolved during a period before the 
advent of blood transfusions and blood banks when 
our ancestors were never faced with the problem 
of surviving in the borderland between reversible 
and irreversible shock. Their requirement was to 
be able to run or fight efficiently. If they were 
injured sufficiently to preclude this, survival was 
out of the question. A system which is geared to 
sustain skeletal muscle function at top efficiency 
may not be as useful in the body’s attempts to 
maintain a critical minimum oxygenation of vari- 
ous tissues following severe hemorrhage or trauma. 

It has been known for many years that severe 
vasoconstriction, such as that resulting from sym- 
pathetic nerve activation following decortication’ 
or from infusion of large amounts of sympatho- 
mimetic amines‘ will produce irreversible shock. 
Such severe vasoconstriction may lead to the loss 
of 25 per cent or more of the total circulating 
blood volume within two hours, and this is asso- 
ciated with a progressive decline in arterial pres- 
sure, followed by death within a few hours. Vaso- 
constriction per se appears to be the cause of this 
circulatory deterioration and death; prevention of 
vasoconstriction by sympathectomy or adrenergic 
blockade provides effective protection. 

Shock in humans probably never is produced 
purely on the basis of excessive vasoconstriction. 
However, it is important to recognize that vaso- 
constriction tends to induce hemoconcentration, 
and if sufficiently severe and prolonged, may lead 
to irreversible shock. It is of even more practical 
importance to note that milder adrenergic vaso- 
constriction, superimposed on blood loss or trauma, 
predisposes to the development of shock. It is 
generally recognized that factors such as pain, 
cold, strong emotional stimuli and asphyxia, all of 
which lead to vasoconstriction, tend to potentiate 
the development of shock in humans. However, 
these factors are difficult to evaluate critically. In 
experimental shock it has been established that the 
infusion of relatively small amounts of epinephrine, 
or activation of sympathetic vasoconstriction by 
buffer nerve section will accelerate circulatory fail- 
ure following hemorrhage.** 
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matic than in hemorrhagic shock, presumably be- 
cause of a reflex response to afferent nervous im- 
pulses from traumatized areas. Animals subjected 
to trauma die with a residual blood volume well 
above that adequate to maintain life in animals 
subjected to hemorrhage.*! However, after dorsal 
root section to eliminate vasoconstriction reflexly 
induced by afferent nerve impulses, animals sub- 
jected to trauma survive until their circulating 
blood volume has dropped to levels comparable to 
those lethal to animals subjected to hemorrhage.*® 
Conversely, the production of reflex vasoconstric- 
tion by sciatic nerve stimulation in animals sub- 
jected to hemorrhage, although it causes a signifi- 
cant increase in mean blood pressure, results in 
death at circulating blood volumes comparable to 
those at which death occurs in the traumatized 
animals.'! It appears safe to conclude that adren- 
ergic vasoconstriction can significantly potentiate 
the development of shock which is due primarily 
to other factors.”° 


The final test of vasoconstrictor or any other 
type of therapy in shock is whether, under condi- 
tions of a uniform degree of trauma, a significantly 
higher survival rate is found among treated than 
among untreated individuals. Clinical reports on 
the use of vasoconstrictors in shock are extremely 
difficult to evaluate. The current enthusiasm for 
the use of norepinephrine in the treatment of hypo- 
tension has produced many reports. However, most 
of these involve only a small number of cases and 
the pretreatment condition of different patients 
varies widely. Where controls are included at all, 
they usually consist of cases treated during some 
previous period when many features of manage- 
ment in addition to the use of a vasoconstrictor 
may have been different. Until more extensive 
series involving the use of a vasoconstrictor in 
alternate cases are available, conclusions regarding 
the efficacy of vasoconstrictors in the treatment of 
shock must be based upon the results of animal 
experiments in which the degree of trauma or 
hemorrhage can be controlled. The immediate 
response of dogs in shock to the administration of 
a sympathomimetic vasoconstrictor is almost identi- 
cal to that seen in man. The blood pressure is 
increased, the pulse is improved, and the animals 
become more active and alert. However, the 
mortality is at least as high as among untreated 
animals, and the duration of survival is usually 
not increased. These observations emphasize the 
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Vasoconstriction is more pronounced in trau- 


fact that a good pressor response to the agent 
employed cannot be taken as evidence that the 
individual’s chances of survival have been in- 
creased. 

The cardiac output is actually decreased when 
sympathomimetic agents are administered to ani- 
mals in shock, and sagittal sinus and other venous 
oxygen saturation determinations have provided no 
evidence for increased blood flow.** Unfortunate- 
ly, adequate cerebral blood flow measurements 
have not been made following the administration 
of sympathomimetic amines to animals or humans 
in shock. However, it is known that in normoten- 
sive humans the rise in blood pressure following 
norepinephrine administration is associated with 
a decrease rather than an increase in cerebral blood 
flow."° The fact that adrenergic vasoconstriction 
may adversely affect the cerebral circulation is 
suggested also by the observation that dogs sub- 
jected to traumatic shock are particularly prone 
to develop signs of severe central nervous system 
depression, frequently to the extent of functional 
decerebrate rigidity.”! 

The general status of protection against death 
from shock by vasoconstrictor agents can be sum- 
marized by saying that I have been unable to find 
in the literature any report of controlled experi- 
ments in which any pressor agent, administered in 
any dosage schedule, in any type of shock has im- 
proved the survival rate. No adequate studies with 
norepinephrine have been published, but it should 
be pointed out that the fact that this amine has 
been demonstrated to be the mediator of most sym- 
pathetic nerve activity’ does not endow it with 
unique properties. It is simply another primary 
amine with a relatively short duration of action 
and with vasoconstrictor properties which are more 
prominent than its cardiac stimulant action. Other 
agents with very similar properties have been 
known and studied for many years. 

Additional information regarding the role of 
vasoconstriction in the genesis of irreversible shock 
may be obtained from data on the effects of chemi- 
cal or surgical interference with vasoconstriction. 
One feature of the response of animals without 
sympathetic vasoconstrictor activity which must be 
kept in mind, but which is not related to shock 
as we usually consider it, is the reduction in acute 
bleeding volume. If sympathetic activity is blocked 
and a large artery is then opened, the animal will 
die after the loss of a smaller amount of blood than 
would be the case if the sympathetics were intact 
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This is not shock. Death usually occurs within a 
few minutes and there is no prolonged period of 
irreversible hypotension. If the blood is readmin- 
istered, even after the cessation of respiration, the 
animal can recover rapidly without residual effects. 
When blood is removed slowly or fractionally, an 
organism with a considerable inhibition of sympa- 
thetic vasoconstriction appears to be capable of 
adjusting to the reduced blood volume to essentially 
the same extent as the normal animal. 

One of the important features of hypotension 
due to vasodilatation is that it is usually well toler- 
ated over extended periods of time. It is a com- 
mon laboratory observation that following high 
transection of the spinal cord, the mean arterial 
pressure may fall as low as 30 to 50 mm. Hg and 
remain there for 24 hours or longer without per- 
manent deleterious effects. Hemodilution rather 
than hemoconcentration occurs during the period 
of vasodilator hypotension.’*’'* If the pressure is 
reduced to a comparable level by bleeding or any 
other procedure associated with compensatory vaso- 
constriction, irreversible shock usually develops 
within a few hours. 

Vasodilator hypotension produced by other pro- 
cedures also appears to be well tolerated. Severe 
hypotension induced by continuous stimulation of 
the carotid or aortic depressor nerves can ulti- 
mately kill an animal. However, many hours of 
continuous stimulation are required to produce 
death, and the state of irreversible hypotension 
characteristic of shock does not develop until 
shortly prior to death. Even after many hours of 
severe hypotension, cessation of stimulation will 
allow the blood pressure and the animal to recover. 
It is also of interest that severe vasodilator hypo- 
tension produces only a minor potentiation of the 
deleterious effects of hemorrhage and that the 
administration of plasma or whole blood markedly 
prolongs survival without causing a significant in- 
crease in blood pressure.**’'* 

Inhibition of vasoconstriction considerably re- 
duces the deleterious effects of both trauma and 
hemorrhage. The salutary effect of reducing vaso- 
constriction by blocking afferent stimuli from trau- 
matized limbs has been mentioned above. Even 
more favorable results have been obtained with a 
generalized blockade of sympathetic vasoconstrictor 
activity. Animals pretreated with the adrenergic 
blocking agents Dibenamine or Dibenzyline’® have 
been shown to maintain a higher cardiac output 
and a better peripheral blood flow than control 
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animals during graded hemorrhage and _ partic- 
ularly following trauma. Oxygen transport, total 
oxygen consumption, arterial blood pH and plasma 
bicarbonate reserve all remain above the values 


found in untreated controls,’ and capillary stagna- 
tion of blood is much reduced or absent. In 
Dibenzyline-treated animals the capillary blood 
flow remains surprisingly good even during drastic 
hypotension.** In addition, hemocencentration is 
absent or occurs more slowly in the treated animals. 
Partial inhibition of sympathetic vasoconstriction 
appears to exert a more favorable effect than com- 
plete inhibition, but even extensive blockade allows 
animals to survive at blood pressures fatal to 
controls. 

Sympathectomized animals or animals _pre- 
treated with Dibenamine or Dibenzyline to block 
sympathetic activity prior to hemorrhage respond 
much better than do controls to retransfusion 
following a period of hypotension. The immediate 
rise in blood pressure following the reinfusion of 
blood may be less than that seen in the controls. 
However, the increase is more sustained and a 
much higher percentage of the animals go on to 
ultimate recovery. 

The basis for the greater resistance to shock in 
animals in which vasoconstriction has been in- 
hibited is not clearly understood, but it is probably 
related to a reduced peripheral resistance which 
improves blood flow and reduces tissue anoxia 
during periods of hypotension. In general, the 
cerebral and coronary circulations maintain a rate 
of flow adequate to sustain the viability of the 
perfused tissues until extremely low pressures are 
reached. Indeed, coronary blood flow is reduced 
much less than cardiac work during periods of 
hypotension, and consequently, the myocardium 
should have a fully adequate blood supply.* 

It appears probable that splanchnic blood flow 
is a major factor in determining the reversibility or 
irreversibility of shock. Although the role of VDM, 
the vasodepressor material released from the liver 
during periods of hypoxia, in the pathogenesis of 
shock is still debatable, it has been established 
that this material tends to appear in the blood 
stream at about the time that shock becomes 
irreversible." WDM is not found in the blood 
stream of animals treated with Dibenzyline and 
then subjected to shocking procedures, and it has 
been demonstrated that the livers of these animals, 
in contrast to the controls, retain their capacity to 
inactivate VDM under aerobic conditions.’* These 
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PROTECTION AGAINST DEATH FROM 
SHOCK BY PROCEDURES INHIBITING 
ADRENERGIC VASOCONSTRICTION 





































; Shocking Mortality 
Investigators Procedure Treatment 
Control | Treated 
Freeman et al., Hemorrhage | Sympathectomy 79 0 
1938 (8) 
Wiggers et al., Hemorrhage | Dibenamine 70 40 
1948 (23) 
Glasser and Page, | Hemorrhage | Tetraethyl- 93 56 
1948 (9) ammonium 65 4 
Wiggers et al., Hemorrhage | Dibenamine 70 10 
1950 (22) 
Remington et al., | Hemorrhage | Dibenamine 92 28 
1950 (14) | 
e | ° . 
Remington et al., | Trauma Dibenamine 93 10 
1950 (15) 100 11 
Baez et al., Hemorrhage | Dibenzyline 62 0 
1952 (1) | Trauma Dibenzyline 72 8 
Beck and Lotz, Hemorrhage | Dibenamine | 80 40 
1953 (2) 





differences in the response of control and Dibenzy- 
line-treated animals are probably related to a more 
adequate liver circulation in the latter. 

The final and most vital consideration in an 
evaluation of the effects of vasoconstriction on the 
shock process is the effect of blockade of sympa- 
thetic vasoconstriction on mortality from shock. 
Many experiments in several different laboratories 
have now adequately demonstrated that surgical 
or chemical sympathectomy can protect a high per- 
centage of animals from death due to otherwise 
lethal shock. Data from several groups of workers 
who have studied this problem are tabulated in 
Table I. In these experiments the conditions were 
carefully standardized so that the control and 
experimental animals received the same amount of 
stress. The improvement in survival induced by 
blockade of adrenergic vasoconstriction is of suffi- 
cient magnitude to be well beyond the range of 
chance variation. 

The interaction of various factors in initiating 
and perpetuating the vicious cycle of circulatory 
failure referred to as shock is most complex. The 
sequence of events depicted in Figure 1 is only 
an approximation, but it does serve to illustrate 
several important points. Reduced effective blood 
volume and vasoconstriction are key factors in this 
cycle. The mechanisms by which a reduced cir- 
culating blood volume induces vasoconstriction are 
fairly well established, but the mechanisms by 
which vasoconstriction causes a further reduction 
in blood volume have been less adequately worked 
out. It now appears probable that hemodynamic 
factors are more important in this process than is 
increased capillary permeability resulting from 
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tissue anoxia. In spite of this uncertainty as to 
mechanism, it is clear that vasoconstriction does 
lead to a reduction in effective blood volume and 
thus perpetuates the shock process. 

The primary importance of reduced blood 
volume and vasoconstriction in the development 
of shock is emphasized by the fact that it is only 
at these two points that efforts to treat developing 
shock have been successful. A low systemic arterial 
pressure is also listed as one step in the shock cycle. 
However, efforts to combat shock by raising the 
arterial pressure directly with vasoconstrictors have 
for this 
failure are suggested in the diagram. Raising the 


been singularly unsuccessful. Reasons 
blood pressure with an agent such as norepineph- 
rine may affect the cycle adversely in both direc- 
tions, 7.e., by increasing vasoconstriction and by 
reducing cardiac output. 

Most of the available data on the development 
of shock have been obtained on relatively normal 
animals and probably can be transferred safely to 
patients with fairly normal circulatory systems. 
However, in the presence of severe artherosclerosis 
the situation may be somewhat different. A 
marked reduction in the velocity of blood flow may 
predispose to the development of thrombosis in 
When this occurs the considera- 
tions discussed above no longer obtain. However, 


sclerotic vessels. 


it would be a mistake to assume from this that the 
routine use of vasoconstrictors to prevent or correct 
hypotension in patients with atherosclerosis is 
desirable. Blood pressure is not the only factor 
which determines velocity of blood flow. Vasocon- 
striction peripheral to the point of measurement 
may produce stasis in the face of a normal or 
It is difficult to predict the 
interrelationship of pressure and vasoconstriction 


elevated pressure. 


in determining the velocity of flow in any given 
vascular bed; and unfortunately, no measurements 


. bearing directly on this problem have been re- 


ported. However, until adequate data are avail- 
able, it should be borne in mind that the presence 
of severe atherosclerosis may modify the applica- 
tion of laboratory observations to the treatment 
of shock in patients. 


Summary 


Evidence has been presented to indicate that 
excessive vasoconstriction is an important factor 
in the genesis of shock. Hypotension associated 
with vasodilatation is usually well tolerated for long 
periods of time, whereas comparable hypotension 
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associated with vasoconstriction leads to irrever- 
sible shock within a few hours. The only proce- 
dures which have been found consistently to reduce 
mortality following hemorrhage or trauma are 


Reduced Effective 


Blood Volume 
Peripheral Stasis 
Tissue Anoxia 
Fluid Loss? 
Decreased Blood 
Flow 
Vaso- 
constriction 


Fig. 1. 
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of Paredrine 


(p-hydroxy-a-methyphenylethylamine 
hydrobromide) on the circulation in hemorrhagic 
shock in dogs. J. Clin. Investigation, 24:54-61, 1945. 
Freeman, N. E.: Decrease in blood volume after 
prolonged hyperactivity of the sympathetic nervous 
system. Am. J. Physiol., 103:185-202, 1933. 


Decreased 
Venous Return 


Decreased Cardiac 


J Output 


Decreased Arterial 
Pressure 


Schematic representation of the cycle of events leading to the 


perpetuation of circulatory inadequacy in shock. 


those which increase the circulating blood volume 


or reduce vasoconstriction. Preoccupation with 


hypotension, an obvious and readily measured sign 
of shock, has led to the frequent use of vasocon- 
strictors in therapy. These agents are usually 
effective in raising the blood pressure, but a con- 
sideration of the role of vasoconstriction in the 
evolution of shock indicates that they are more 
likely to be deleterious than beneficial, and this 
conclusion is emphasized by the fact that these 
agents have never been shown to improve the 
survival rate in any type of shock produced under 
controlled conditions. 
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Standard Management of 
Myocardial Infarctions 


By Herman H. Riecker, M.D., F.A.C.P. 
Ann Arbor, Michigan 


FTER A period of thirty years of general rec- 

ognition of the disease, there should appear 
in our hospitals a flexible, but in general, a stand- 
ardized management of coronary occlusion and 
its consequent infarction in the wall of the myo- 
cardium. 

A standardization of management is in force 
with reference to syphilis, tuberculosis, diabetes, 
peptic ulcer, cerebral thrombosis, arthritis, hypo- 
and hyperthyroidism—to mention only a few com- 
monly encountered conditions in the field of In- 
ternal Medicine. 

So why should we not adopt some generally 
accepted program for a commonly fatal disease 
in an aging population and one especially prev- 
alent in the medical profession of which about 35 
per cent are victims. 

That a problem exists here may be demon- 
strated by Table I concerning the mortality fig- 
ures of 483 of 600 consecutive cases in an open- 
staff hospital in Michigan. 

In the table each staff physician is identified 
by a letter and the results of his effort to save a 
case of coronary occlusion are shown. The mor- 
tality percentage varies between fifty-five plus per 
cent and seventeen plus per cent. In the former a 
general practitioner has been in practice for thirty 
years, and seems to avoid asking for consultation 
regarding these critically ill patients. 

For some reason unanimity of opinion is not 
present even among the major medical centers, 
and divergent viewpoints are not rapidly being 
resolved. The picture is reflected more flagrantly 
in hospital staffs of the open type. 

The points upon which differences of opinion 
seem chiefly to rest are the following: 

1. Use of anticoagulants. 

2. Bed rest versus chair rest. 


From the Medical Service of St. Joseph Mercy Hos- 
pital, Ann Arbor, Michigan. 

This paper was presented at the 33rd annual Collar- 
Penberthy Clinical Conference in Traverse City, Michi- 
gan, July 29, 1954. 
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TABLE I. MORTALITY BY PHYSICIANS 




















| 
M.D | No. Patients | % 486 Cases % Mortality 
A | 112 23 29 
B 98 | 20 17 
C | 72 | 15 33 
D 73 | 15 34 
E 41 8 31 
F 19 4 21 
G 18 3 55 
H 14 3 28 
I 11 2 27 
J 11 2 45 
kK | 9 2 33 
L 5 1 0 
Total 483 29 % 100 





3. The use of drugs, particularly atropine sulph. and 
papaverine HCl. 


4. The recognition and interpretation of Prognostic 
Signs. 

5. Salt restriction. 

6. Use of drugs to counteract shock. 

7. Psychological components. 

8. When is healing complete and permission for in- 


creased physical activity to be granted? 


There are other controversial points, but space 
permits only the discussion of the ones I have just 
outlined. 

In my experience in observing 600 cases, of 
which I was directly responsible for about one- 
fifth, the following program seemed to result in 
the lowest long-term mortality rate. 


Use of Anti-Coagulants 


Experience in more than 1000 cases as collected 
for the American Heart Association, has proven 
statistically that anticoagulant therapy is indicated 
almost invariably in the following types of cases: 
in those with a massive infarction, producing shock, 
a continued pulse pressure less than 20 mm., or an 
arm to tongue circulation time above 25 seconds, 
irregular rhythm, i.e. heart block, auricular fibril- 
lation, and in congestive heart failure. It is also 
indicated in those cases where the patient is over 
age 55 chronologically or has a previous history 
of emboli. The contrast was dramatic for cerebral, 
visceral and peripheral emboli. The treated cases 
showed less than one-third the embolitic phenom- 
ena of the controls. 

One starts with depot heparin intramuscularly 
or thromexan to obtain a rapid drop in prothrom- 
bin concentration between 25 and 39 per cent of 
the normal control and then continues with vary- 
ing daily doses of dicoumerol by mouth. I pre- 
fer the higher level of 35 to 40. This procedure, 
of course, necessitates daily venepunctures. 
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TABLE II. DEATH RATES 








42 controls in six weeks 
589 treated in six weeks 


23.4% died 
16% died 





1031 cases collected by the American Heart Association 








If a hospital is fortunate enough to have an 
intern staff, the responsibility for;dicoumerol dosage 
should be delegated to one intern—rotating the 
job at suitable intervals. 

Contraindications include recent post-operative 
cases, Jaundice, open wounds, blood dyscrasias, any 
liver disease, or nephritis with nitrogen retention 
and microscopic hematuria, Vitamin C or K de- 
ficiency, renal insufficiency, late pregnancy, sub- 
acute bacterial endocarditis, the presence of an 
active peptic ulcer or other ulcerative lesions of 
the gut. 


TABLE III. THROMBOEMBOLITIC COMPLICATIONS 








(From the American Heart Association) 
Control Group 42 per hundred 
Treated Group 13 per hundred 

Total Thromboembolitic Complications Mortality 
Percentage 


442 Controls (in six weeks) 26% 
589 Treated 11% 





Bed Rest Versus Chair Rest 


During the first fourteen days enforced and 
absolute bed rest; feeding the patient and permit- 
ting a commode once daily. I wish someone would 
build a commode mounted upon a scales in order 
to keep an accurate chart of the patient’s weight. 
There should be no visitors, no telephone and no 
mail. The diet should consist of 1,200 calories in 
four feedings. These patients frequently are me- 
ticulous and ano-erotic, requiring a bowel move- 
ment daily so that mild laxatives usually are nec- 
essary. Chair treatment during this period or 
subsequent periods until six to eight weeks have 
elapsed is not practical. 

The “chair management” as championed by sev- 
eral authorities has yielded an overall mortality of 
~8 per cent. In the final analysis gross mortality 
percentages must determine the value of any given 
plan of therapy. Exponents of the “chair manage- 
ment” base their arguments largely upon (a) psy- 
‘hological factors, and (b) better physiological 
est to the injured myocardium. Neither are 
clearly tenable, and until further evidence is avail- 
ible for analysis, I would suggest that we con- 
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tinue the time-tested practices in the management 
of coronary occlusion, and those which give the 


best short and long-term fatality rate. 


Use of Drugs 


The use of anticoagulants has been discussed. 
Digitalis is contraindicated except to control the 
heart rate in auricular fibrillation. The use of 
atropine, as advocated by the late Dr. Gilbert of 
Chicago, does not seem to be as advantageous 
as that of papaverine HCl. Papaverine HCI has 
several advantages over atropine. It has less side 
effects, it relieves pain—controls the rhythm— 
preventing extra systoles. Papaverine also dilates 
the adjacent coronary branches, thereby limiting 
the area of infarction. 

For the first week the drug should be given 
intramuscularly every four hours in doses of 1% 
to 1 grain, usually the latter dosage. Later 1% 
grains (0.1 gm) by mouth is sufficient and should 
be continued for three to six months (and if extra 
systoles appear—almost indefinitely) . 

It is understood, of course, that the immediate 
control of pain is paramount. For’this purpose 
morphine is the drug of choice, and in a typical 
case 1 to 2¥% grains usually are necessary. In 
occasional cases its intravenous use is indicated. 
Here it is given as % grain in 5 ccs. of normal 
saline. 

The initial pain, or compressive sensation of 
a coronary occlusion rarely may not appear, i.e., 
it is a silent occlusion; it may be referred only 
to the epigastrium, to the mid-spine, only to the 
elbows and in several other regions. In many cases 
it suggests to the patient a gastrointestinal or gall- 
bladder affliction. The “pain I never had before” 
usually predominates, although the failure to re- 
cognize the unusual or more bizarre types of dis- 
comfort is responsible for more deaths than is 
generally realized 


Oxygen.—In cases of clear-cut coronary occlu- 
sion called to the physician’s attention as an emer- 
gency, oxygen has an inestimable value. Oxygen 
by tent at 8 liters per minute, or by nasal catheter 
at 4 liters should be instituted immediately. 

The philosophy here is that possibly one does 
not immediately recognize the seriousness of the 
injury. It is therefore encumbent upon him not 
to underestimate the problem confronting him. 

The patient and family realize that he has had 
a heart attack. “They fear the worst; they hope 
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for the best.” The oxygen tent becomes a natural 
adjunct in early management and is clearly accept- 
able to the patient. Use it in all cases until you 
can, with time, determine its actual necessity. 

Oxygen definitely helps to relieve pain, reduces 
the heart rate as well as the respiratory rate, allays 
anxiety and engenders confidence. 

The blood pressure, pulse rate, signs of failure 
such as venous engorgement, liver tenderness, con- 
gestive rales, and heart rhythm are of value in 
determining the time oxygen may be discontinued. 


Prognostic Signs 


There are means of determining the good risk 
from the bad risk patient and thus the need for 
anticoagulant therapy. These “poor risk” patients 
should receive anticoagulants. ‘Good risk” pa- 
tients, if they can be recognized with certainty, do 
not always need anticoagulants However, this 
latter statement is not universally accepted. 

A rising temperature to 104 degrees, increasing 
white blood count to 20,000, falling blood pressure 
to 80 mm. and faint cyanosis of the nail beds as 
well as any cardiac arrhythmia are the indications 
of a possibly fatal outcome and the continued need 
for oxygen. The electrocardiogram also is of dis- 
tinct value in prognosis. Among other things a 
persistent displacement of an S-T segment. offers 
the probability of an extension of the infarcted 
area, a ventricular aneurysmal formation, and a 
persistent disturbance of rhythm, an involvement 
of the intraventricular septum. 

These signs are seldom apparent when the pa- 
tient is first seen, but one should not fail to antic- 
ipate them. Therefore the use of oxygen until the 
patient’s status clarifies itself may mean the differ- 
ence between life and death. 


Salt Restriction 


The dietary needs of these patients consist of 
meeting only the caloric requirements, usually 
about 1200 calories. The objective here is to 
maintain a lowered metabolism and a decreased 
need for the transportation of oxygen by the heart. 

A diet of protein 80 grams, CHO 150 grams, 
plus the 30 grams of fat usually is satisfactory if 
supplemented by ascorbic acid 200 mg. and the 
Vitamin B complex. 

Moderate salt restriction is advisable, 2 to 4 
grams. However, if circulatory failure is present or 
impending, a low sodium diet—400 mg. must be 
used. 
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In diabetics with coronary occlusion it is neces- 
sary to control the blood sugar accurately because 
should hypoglycemia appear as the result of over- 
dosage of insulin, a new coronary attack can be 
precipitated, or a cerebral vascular accident en- 
countered. 


Use of Drugs to Counteract Shock 


The occasional initial shock rendering the patient 
unconscious does not necessarily indicate a poor 
prognosis. 

There are two schools of thought with respect 
to its management. One group of prominent 
cardiologists would try actively to combat shock 
with drugs such as ephedrine and other synergistic 
compounds. 

Another equally prominent group of physicians 
reason that the markedly decreased blood pressure, 
which dominates the picture, is a compensatory 
and protective mechanism and should suffer no 
interference. You should not whip-up a tired 
horse, they say, because he may expire anyway. 
So it is with the myocardium. 

In general, I am inclined toward the latter view, 
and I base this opinion upon experience. If a per- 
son does not die during the first few minutes, but 
rather shock supervenes, he is in an oxygen tent. 
The use of coramine intravenously in doses of 5 
ccs. at intervals will maintain respiratory activity 
and frequently is life saving. Papaverine HCl 
intravenously also is of distinct value. This is not 
a peripheral vasomotor shock at all, but a sudden 
left ventricular failure often in the presence of a 
normal sinus rhythm. 


Psychological Components 


With reference to the psychological components 
in patients with coronary occlusion there are a few 
simple rules: 

1. Listen to the patient’s heart every day. He 
expects such an examination and it is necessary. 
The appearance of a systolic murmur at the apex 
(aneurysm) or at the tricuspid area (rupture of 
septum) as well as changes in rhythm or rate are 
of significant importance in care and _ prognosis. 

2. Mild sedation with phenobarbital is advisable 
in most cases because these patients in general 
react emotionally in an exceptionally vigorous 
manner. These emotional reactions (often inborn) 
are reflected through the hypothalamic area of 
the brain to the organs usually under supervision 
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of the vagus nerve. The most desperate compli- 


cation in the latter stages of a convalescence is a 
morbid depression which may last indefinitely. 
Continual encouragement for the patient con- 
stitutes half the battle. The relatives must be more 
accurately informed, but even in desperate in- 
stances, warned to maintain a hopeful attitude. 


Surgical Assistance for the Arterosclerotic Heart 


The final controversial issue is with respect to 
surgical intervention in selected cases of myocardial 
infarction. I have at present a number of cases 
of both angina pectoris and left ventricular aneur- 
ysm whose lives might be prolonged in the first 
instance by improving the blood supply to the 
myocardium, and in the second by pericardial 
grafts placed over the ventricular defect. To my 
mind such surgical procedures should be done 
more often. A decision cannot be made until six 
months have elapsed. However, the most decisive 
obstacle is the reluctance of the patient and his 
relatives to sanction the procedures. 

It is to be hoped that in the not too distant 
future surgery will become more applicable in 
solving the problem of cardiac injuries caused by 
coronary disease. 

To summarize, I would consider the following 
initial chart orders to constitute a standardized 
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program of management for the routine case of 
coronary occlusion. 


1. Relieve pain by morphine, oxygen, papaverine. 

2. A sub-maintenance and low salt diet. 

3. Oxygen for the time necessary to determine the 
extent of myocardial injury, i.e., EKG, blood pressure, 
white blood cell count, temperature and cardiac rhythm. 
(ESR of little value.) 

4. Absolute rest in bed for fourteen days, permitting 
commode, plus feeding the patient. Following this period 
one can decide upon the damage incurred to the myo- 
cardium by occlusion of a vessel. Then follow a very 
conservative course for another six weeks. 

5. Antibiotic therapy for any intercurrent infection. 

6. No visitors, except immediate family, no mail or 
telephone; special nursing during this time. 

7. Blood pressure readings B.i.d. for two weeks. 

8. Bi-daily auscultation of the heart, rhythm, strength 
of sounds, friction rub, and appearance of a systolic 
murmur at apex or the tricuspid area. 

9. Anticoagulant th.;apy (when not contraindicated ) 
to maintain a prothrombin concentration between 25 and 
39 per cent of nornal for six weeks. 

10. The 2-2-2 Rule of Rest avoids many failures. For 
moderately severe to severe cases this rule is mandatory. 


months absolute bed rest 
months mild activity 
months moderate activity 


NO NO NO 


Re-evaluation of case in six months before full 
activity is permitted—include fluoroscopy, EKG, 
and vital capacity if possible. 





VASOCONSTRICTION AND VASODILATION IN SHOCK 
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Alcoholism and Cardiovascu- 
lar Disease 


By Friedrich W. Niehaus, M.D. 
Omaha, Nebraska 


6 tenn DISCUSSION of alcoholism generates 

many reactions. As stated by Roger I. Lee 
“alcohol is a highly inflammable subject whether 
you apply a word or a match to it.” Alcohol has 
been used as a medicament or beverage since dawn 
of the human race. Very probably “home brew” 
was used early in human development. There are 
many references in early records such as the bibli- 
cal reference in regard to looking on “wine when 
it is red.” Its abuse is recorded in English litera- 
ture. Ben Johnson, when observing an alcoholic 
addict, remarked “but by the grace of God there 
go I.” The influence of alcohol affects all types 
of human endeavor such as politics, diplomacy, 
justice, church, safety and health. In regard to 
clergy the incidence is related regarding the old 
priest on the west coast of Ireland preaching a 
temperance sermon to his flock at a time when 
English landlords were not exactly popular, stated: 
“What makes you shoot at your landlords? It’s 
drink. What makes you miss them? It’s drink.” 
In passing it might be of interest to know that 
Paul Revere fortified himself with buttered rum 
before his famous ride. 

Alcohol affects health both directly and indi- 
rectly. These effects are closely related and need to 
be considered together. Alcoholism as a public 
health problem ranks first in importance with 
90,000,000 adult drinkers. It is estimated there 
are 700,000 chronic alcoholics. Having been ad- 
monished regarding the inflammability of these 
statements a sober analysis is necessary. Alcoholism 
is a sociologic problem in which medicine has a 
vital interest. This is shown by the organization 
for the study of the problem by such groups, Yale 
School of Alcohol Problems, Research Counsel 
on Problems of Alcohol, and the National Com- 
mittee on Alcohol Hygiene. The attitude to, and 
the users of alcoholic beverages can be grouped 
as follows: (1) the abstainers; (2) occasional or 
social drinker; (3) the regular, excessive but con- 
trolled drinker (estimated 2,250,000), and (4) the 
chronic uncontrolled addict (estimated 700,000). 
The consumption per day of a moderate drinker 
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according to the Estes Rule is (1) alcohol 1% 
ounces; (2) whiskey, 3 ounces; (3) wine, 24 pint, 
and (4) beer, | quart. Of the adult population 
76 per cent of men and 56 per cent of women 
were drinkers. It is also noted that the gap be- 
tween men and women is less since 1940 with less 
differentiation of social behavior between the 
sexes. Force of basic social trends is reducing the 
proportion of total abstainers. This classification is 
based chiefly on mental and psychic reactions to 
alcohol. The pharmacologic effects are not im- 
pressive on any tissue except the effect on the 
brain. Even in the brain the reactions are depend- 
ent of the psychic pattern of the individual, 
accentuating their basic patterns. It may even 
unearth recognized potentialities. By depressing 
inhibitory centers there is a freer play of elemental 
behavior. After ingestion, alcohol is very rapidly 
absorbed. It is well known that the amount of 
food in the stomach, dilution of the beverage has 
great influence on rate of absorption. On an 
empty stomach alcohol can be detected in the 
blood in five minutes and maximum concentration 
is reached in one hour. The blood contains the 
highest concentration, with brain tissue next. 

The immediate effect of alcoholic concentration 
in tissue and blood determine the degree of intoxi- 
cation. This, however, varies with individuals and 
the degree of tolerance which has been developed. 
Alcohol is eliminated through oxidization. An 
adult weighing 144 pounds will oxidize 10 cc. of 
alcohol per hour, or about 1 pint of whiskey in 
twenty-four hours. From 1 to 5 per cent of un- 
changed alcohol is eliminated through kidney and 
lungs. The amount varies with amount ingested. 


The direct pharmacologic effects of alcohol on 
the circulation are not impressive. Studies made 
early in the 20th century by Dixon, show some 
disturbance of rhythm and an increase in rate 
with low dilutions. The increase in the cardiac 
output occurred with increase in rate. Low dilu- 
tions caused peripheral dilatation but strong dilu- 
tions caused contraction. Recent studies (by Groll- 
man) showed a transient rise in pulse rate and 
blood pressure and a 10 per cent increase in cardiac 
output which persisted for thirty minutes. 

Peripheral vasodilatation is usually accepted as 
a definite effect of alcohol. Reedy studied this in 
connection with other vasodilating drugs. He ob- 
tained an increase in peripheral temperature in a 
vasospastic disturbance of lower extremities, but no 
increase of temperature in subjects with arterio- 
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sclerotic disease. But several of the latter stated 
that their legs felt warmer. He concluded that 
alcohol was more inconstant, unreliable and less 
effective than Priscoline. 

Alcohol has value as a food. The caloric value 
of alcohol is 7 calories per gram. Body can oxidize 


10 cc. per hour producing 70 calories of heat or 
2 ounces of whiskey, 1/%2 ounce (1 jigger)==110 
calories in three hours. This could furnish a 
significant part of the caloric requirement. This 
spares protein, fats and carbohydrates. This, how- 
ever, furnished “lone wolf” calories without vita- 
mins or other protective elements. In some coun- 
tries where wine and beer are a part of the dietary 
a considerable part of the caloric intake comes 
from this source. Leverton emphasizes its im- 
portance as a cause of obesity and a cause of 
failure in reduction programs. In addition to its 
caloric value in the moderate drinker is the stimu- 
lus of overeating. Obesity is frequently of great 
importance in the cause, precipitation and con- 
tinuance of heart failure and symptomatic hyper- 
tension. 

The excessive drinker and especially the alcoholic 
addict may eat little food depending chiefly on 
alcohol for calories. This is particularly true 
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when the victim is on a “bender.” At a lower 
economic level his finances may permit only the 
purchase of alcoholic beverages and accompanies 
other unhygienic environment. This leads to a 
deficiency state. In the cardiovascular system it is 
manifested as the “beri-beri” or “alcoholic heart” 
of recent writers. Some authors have described 
cases identical clinically and pathologically with 
Asiatic beri-beri. Full blown cases are relatively 
uncommon in U.S.A. During this period it was 
estimated that this deficiency was a factor in 20 per 
cent of moderate alcoholic. The reports above 
noted come from larger cities during the 1930 
decade. While probably the amount of alcohol 
consumption has not decreased, the food supplies 
probably are better during the last decade. Yater 
suspected this deficiency, resembling beri-beri heart 
disease, in cases of cardiac disease, which do not 
present a definite etiological cause, such as con- 
genital, rheumatic, coronary heart disease. It has 
been noted that deficiency disease in chronic con- 
gestive failure is often due to the alcoholic com- 
ponent in the diet. Frequently the surcease of alco- 
olic indulgence in this distress is of such magni- 
ude as to create a deficiency state. This condition 
's noted more frequently in whiskey and gin drink- 
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ers, much less frequently in beer drinkers and 
rarely in wine drinkers. The “Miinchner Bierherz” 
probably was due to the enormous fluid intake, de- 
ficiency state and unrecognized hypertension. It is 
worthy of note that this cardiopathy nearly dis- 
appeared with the perfection of a clinical sphyg- 
motonometer. Effective therapy is accomplished 
by use of vitamins and proper nutrition. 

The relationship of alcohol to arteriosclerosis is 
chiefly of historic interest. Cabot in 1904 quoted 
Nothnagel’s “Specielle Pathologie and Therapic.” 
Alcohol is considered by practically all writers on 
arteriosclerosis as the chief if not the most important 
cause.” Cabot took issue and reported 283 cases 
drinking one quart of whiskey daily under fifty 
years of age with only 17 per cent showing arterio- 
sclerosis. There were ninety-five cases of arterio- 
sclerosis under fifty years of age of whom 17 per 
cent were alcoholics. Eberhard showed less deposi- 
tion of cholesterol in aorta of rabbits if fed alcohol 
with cholesterol diet. White reported drinking of 
much alcohol rarely found in history of patients 
with angina pectoris. Reported 750 cases of these 
1.1 per cent drank heavy. 8.4 per cent of controls 
drank heavy. 61.7 per cent drank some, 64.4 per 
cent of controls were abstainers. Osler early stated 
that arteriosclerotics were devotees of Venus 
(love), Bacchus (wine), Mars (military), and 
Vulcan (strenous life). Leary states “if aorta at 
sixty years is consistently that of forty years with 
history of alcoholism the conviction becomes com- 
plete that there is an association between alcohol 
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and the absence of arteriosclerosis.” It was also 
noted that alcoholics had less cholesterol gall 
stones. This effect on cholesterol has also been 
noted in pre-insulin diabetes at a time when 
alcohol was a favorite therapeutic agent. Probably 
the absence of arteriosclerosis in diabetics at that 
period was due to an early death, and with insulin 
their span of life is sufficiently increased to permit 
formation of this process. 

With the advent of critical study of arterio- 
sclerosis such as are reported at the Society for 
the Study of Arteriosclerosis, alcohol, as a cause 
or prevention, has received no mention. 

There is little direct effect of alcohol on the 
heart muscle. In fatal cases the myocardium con- 
tains about the same amount of alcohol as other 
muscles. Its direct toxic effect is slight. Loomis 
experimentally demonstrated that failure of respira- 
tion with near lethal doses of alcohol caused 
hypoxia of the myocardium resulting in heart 
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failure. This concentration of alcohol would not 
be reached except in fatal intoxication. Alcoholic 
indulgence probably is a frequent precipitating 
factor in congestive and coronary failure. The 
overfilled stomach with beverages and food pro- 
duces unfavorable pressure under the diaphragm 
which is augmented by cardiogastric nerve reflexes 
whieh may result in coronary spasm, or increased 
circulatory load. With the accompanying euphoria 
of alcoholic indulgence, physical and mental 
activity (probably purposeless) is increased. The 
individual overestimates his prowess and exceeds 
his normal capacity in all activities. Not infre- 
quently this occurs with coitus. This event is illus- 
trated in the quotation from “Macbeth” when the 
porter says to MacDuff “It provokes the desire but 
takes away the performance,” explains the occur- 
rence of a coronary accident at this crucial 
moment. 

The use of alcohol as a therapeutic agent in 
cardiovascular disease is limited. It may relieve 
tension and anxiety by depression of inhibitory 
centers. This may be valuable in relieving depressed 
mental states, particularly in the aged. Trousseau 
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called wine “the milk of old age.” It may also 
have a food value. Many of these elderly patients 
are also victims of coronary artery disease. This 
condition is favorably influenced by its sedative 
and its vasodilating effect. Some patients are 
emphatic in the relief obtained in angina pectoris. 
When good effects are achieved the patient should 
be encouraged to use it, but the euphoric stage 
is to be avoided. 

In peripheral vascular disease whiskey has its 
chief claim as a medicinal agent. As shown by 
Reedy, the temperature of the extremities in vaso- 
spastic vascular disease is increased indicating 
improvement of the circulation. This response was 
not noted in arteriosclerosis of the extremities but 
the patients obtained the subjective sensation of 
warmth, possibly indicating less circulatory effect. 
This condition may be a valuable measure. As 
this disease is of long duration, it may result in 
excessive use and addiction. Better effects are 
achieved by priscoline. In circulatory collapse 
alcohol probably has little value. The effect is 
probaby from reflex stimulation of the mucous 
membrane of the mouth and stomach. 





COARCTATION OF THE AORTA 
(Continued from Page 44) 


the series of patients for whom operation was 
undertaken. The results according to age groups 
are summarized in Table II. 


TABLE II. COARCTATION OF AORTA 
Results in 30 Patients 


Number of 


Age Patients Unchanged Fair Good Excellent 
1-9 1 0 0 

10-19 16 l 0 3 10* 

20-29 11 ] 1 2 7 

30-39 2 0 0 0 2 

Total 30 2 1 7 20 


*One Case—re-exploration and insertion of graft. 


Summary 


The present study comprises a review of the 
patients with coarctation of the aorta who have 
been examined in the five-year period beginning 
on January 1, 1948, and an analysis of the results 
of operation in all patients who have been oper- 
ated on prior to October 1, 1953. Ninety per 
cent of the thirty patients with operation obtained 
an excellent or good result. The condition of two 
patients remains relatively unchanged. Resection 
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of the coarctation was not done in another pa- 
tient because of the absence of collateral circula- 
tion. In view of the decreased longevity of most 
patients with coarctation of the aorta, operative 
correction is advisable unless specific contraindica- 
tions exist. 
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The Hemorrhagic States 


I. The Thrombocytopenic Disorders 


By Russell E. McBroom, M.D. 
Dayton, Ohio 


HE PURPOSE of this article is three-fold: (1) 

to present an organized diagnostic approach to 
those hemorrhagic disorders which result from 
a deficiency of platelets in the circulating blood, 
(2) to emphasize and discuss some of the unusual 
and difficult diagnostic problems which may be 
encountered in the better known conditions, and 
(3) to describe in some detail, several of the re- 
cently recognized entities. 

The only bleeding that is normal occurs at the 
menses and during childbirth. Any other bleeding 
should always remind the clinician that a hemor- 
rhagic diathesis may exist. While asymptomatic 
and transitory purpura may be the first or only 
clinical sign, sudden fulminating uncontrollable 
hemorrhage into the skin and/or from the mucous 
membranes may present the physician with one 
of the most critical of all medical emergencies. 
A few scattered petechiae may be the first sign 
of a disease, which at that moment, may be 
threatening the life of the patient. Even this 
meager sign is the signal for an immediate and 
pains-taking investigation. It cannot be over- 
emphasized that a prompt and accurate diagnosis 
is indicated in every case of hemorrhagic disease. 


Platelets in Blood Coagulation 

While it is true that the physico-chemical in- 
tricacies of blood coagulation will continue to 
challenge the best thought of many investigators 
for a long time to come, it is also true that our 
growing knowledge of coagulation has increased 
the precision of diagnosis of the hemorrhagic states 
and has stimulated the development of technical 
methods with which hitherto unrecognized defects 
in the clotting mechanism may now be detected. 
On the other hand, it is equally true that un- 
questionable facts are scarce. Indeed, it may be 
emphasized that any current theory of blood 
coagulation can amount to little more than an 
inadequate attempt to piece together many dif- 
ferent, isolated, clinical and experimental observa- 
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tions which have been given variable, and often 


conflicting interpretations. Nevertheless, we may 
be encouraged that certain recent investigations 
have contributed to a better understanding of 
coagulation and have defined several previously 
unrecognized clinical entities. 

Since the turn of the century it has been gen- 
erally accepted that prothrombin and thrombo- 
plastin react in the presence of calcium to form 
thrombin. Fibrinogen is thought to react with 
the thrombin, thus formed, to produce fibrin 
(clot). The work of Quick,** Conley’® and Biggs’ 
and their associates has established beyond ques- 
tion that platelets are involved with these sub- 
stances in the process of normal coagulation. 
Brinkhous® and Quick*? have shown that both 
platelets and a globulin fraction of the plasma 
proteins (antihemophilic globulin) are essential 
to the generation of thrombin from prothrombin. 
Quick** has suggested that antihemophilic glob- 
ulin (AHG) is the precursor of thromboplastin 
and that the former is converted to thromboplastin 
by the action of platelets. Working with purified 
prothrombin in Seeger’s laboratory, Johnson and 
her associates?> have observed a thromboplastin- 
like activity during the interaction of platelet ex- 


tract and a partially purified globulin fraction of 


plasma. They believe this plasma globulin is 
probably the same as antihemophilic globulin 
(AHG). These investigators found that purified 
prothrombin can be activated to thrombin by 
platelet extract and the plasma globulin in the 
presence of calcium. This thromboplastin activity 
varied with the amount of platelet extract and 
plasma globulin present. More recently, Biggs 
and MacFarlene® have presented experimental 
data which they believe indicates that thrombo- 
plastin is generated by a mixture of platelets, 
AHG and the serum accelerator (Factor VII) 
in the presence of calcium. Their results indicate 
that a reduction in the amount of any one of 
the first three factors results in a corresponding 
decrease in the amount of thromboplastin gen- 
erated. ‘These authors have written: “Together, 
these factors form a thromboplastin as powerful 
as any that can be extracted from tissues. There 
can be little doubt that the platelets are the main 
source of an essential thromboplastin—generating 
material and that a deficiency of platelets, wheth- 
er naturally or artificially produced, has import- 
ant effects upon thrombin generation.” 

Whatever the manner in which they engage in 
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TABLE I. MECHANISMS OF THROMBOCYTOPENIA 


THE HEMORRHAGIC 








I. Disorders Involving the Bone Marrow 
1. Panmarrow hypoplasia—aplasia 

Foreign cell invasion 
Myelofibrosis—myelosclerosis 
Selective megakaryocyte damage 
Idiopathic megakaryocyte defect 
Idiopathic erythroid hyperplasia (Acute 
erythremic myelosis—Di Guglielmo) 

7. Deficiency diseases—nutritional states 
II. Disorders Involving the Spleen 

1. Primary hypersplenism 

2. Secondary hypersplenism 
III. Thrombocytopenia Due to Circulating Platelet 

Agglutinins (immuno-thrombocytopenia) 

IV. Allergic Thrombocytopenia 

1. Food allergy 

2. Drug allergy 
V. Thrombocytopenia of Undetermined Pathogenesis 

1. Thrombotic thrombocytopenia 

2. Hemangioma in infants 


DOr Cord 


the mechanism of blood coagulation, there can 
be no reasonable doubt that the platelets are in- 
dispensable to normal clotting. Accordingly, the 
first step in the diagnosis of any case of bleeding 
suspected of being due to the hemorrhagic dia- 
thesis, is to determine if a clinically significant 
thrombocytopenia exists. There are certain tech- 
nical difficulties inherent in all of the platelet 
counting methods now in current use. Thrombo- 
cyte counts, as done in the average clinical labora- 
tory, are frequently valueless. The blood smear 
should always be carefully examined, not only 
to estimate if the platelets are numerically ade- 
quate, but also, to determine if they are morpho- 
logically abnormal, Fortunately, there are sev- 
eral simple laboratory procedures which suffice 
to verify that bleeding is due to a thrombopenia. 
Since it has been conclusively demonstrated that 
the speed and degree of clot retraction is depend- 
ent upon the number of platelets in the blood,** 
the very simple clot retraction test may be used 
for this purpose. Clot retraction is always de- 
layed in proportion to the degree of existent 
thrombopenia. The bleeding time which is a less 
reliable index of bleeding due to thrombopenia, is 
usually increased. One hour after clotting, the 
serum prothrombin will be greater than the nor- 
mal of 10 to 30 per cent and will be elevated in 
proportion to the platelet deficiency (impaired 
prothrombin utilization3).*'** The plasma pro- 
thrombin and the clotting time are normal. 


Thrombocytopenic Disorders 


The clinical aspects of bleeding due to throm- 
bocytopenia usually differ from those due to the 
other disturbances of coagulation. The bleeding 
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tends to be more superficial. It usually presents 
as petechiae and ecchymoses of the skin and/or 
oozing from the mucous membranes. In the non- 
thrombocytopenic disturbances, the bleeding is 
often more deep-seated and subcutaneous and in- 
tramuscular hematomas are frequent peripheral 
manifestations. Massive hemorrhages into or 
from other parts of the body are common. Such 
bleeding is often produced by trauma. 


An organized diagnostic approach to the 
thrombocytopenic diseases is presented in Table I. 
In this table, these disorders are presented ac- 
cording to the mechanism by which they are 
produced. From such a perspective, clinical in- 
vestigation is simplified and accurate diagnosis 
is facilitated. 


Disorders of the Bone Marrow 


Panmarrow Hypoplasia or Aplasia~—Hypo- 
plastic and aplastic anemia are terms used to 
designate different degrees of the same disorder, 
i.e., decreased blood formation within the bone 
marrow. In the former, the hematocytogenic ac- 
tivity of the marrow is only decreased; in the lat- 
ter, it is at a standstill. At the onset of this 
disease, it is usual for all marrow elements to 
be simultaneously affected and as a result, there 
is anemia, granulopenic leukopenia and throm- 
bocytopenia. Rarely, genera] marrow insufficien- 
cy may begin with the involvement of only one 
cell strain and in these cases the presenting 
clinical manifestation will be only anemia, only 
infection or ulceration, or only bleeding, depend- 
ing upon which cell is first to become sufficiently 
cytopenic. When the bone marrow megakaryo- 
cyte is the first cell to be affected, the resultant 
thrombocytopenia and bleeding can readily lead 
to an erroneous diagnosis of idiopathic thrombocy- 
topenic purpura if hypocellularity for the red and 
white cell precursors in the bone marrow has not 
yet developed, or is not recognized. Only a care- 
ful examination of the sternal marrow aspirate 
can distinguish the two conditions. In idiopathic 
thrombocytopenia the megakaryocytes are always 
normal in number and usually they are increased 
in all stages of development; in hypoplastic 
anemia, these cells are markedly decreased or 
entirely absent. 

After the marrow has become hypoplastic for 
all three cell strains, the condition may be con- 
fused with several other clinical entities. Perhaps 
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the most frequent error is that of mistaking acute 
subleukemic leukemia for this disorder. It should 
be remembered that acute subleukemic leukemia 
often does not present adenopathy and/or spleno- 
megaly. Moreover, the white count is often 
leukopenic and not infrequently, the leukemic 
cells cannot be found, or are not recognized, in 
the blood smear. Only an examination of an 
adequate sample of concentrated marrow tissue 
will make the differentiation with certainty. Even 
though hypocellularity of the marrow aspirate is 
unquestionable, this finding alone, must not be 
used to differentiate subleukemic leukemia and 
hypoplastic anemia. There are those cases of 
leukemia in which the leukemic cells are so 
densely and tenaciously packed within the mar- 
row cavity that not only will the aspirate be 
moderately or severly hypocellular, but also, there 
may be so few leukemic cells in the aspirate that 
they may be entirely overlooked. Whenever 
smears from aspirated bone marrow are signifi- 
cantly hypocellular, and few or no abnormal cells 
are recognized, other marrow areas should be 
aspirated. Several other observations may be 
helpful in the differentiation of the two conditions. 
Leukemic cells, particularly leukemic lymphocytes 
and leukosarcoma lymphocytes, are more fragile 
than normal cells and the finding of a significant 
increase of degenerated cells in smears of both 
the blood and the bone marrow suggest the pos- 
sibility of leukemia. On occasion, leukemic cells 
may be found in the smears made from the top 
layer of the centrifuged hematocrit when they 
cannot be found in routine smears. 

In addition to hypoplastic anemia, there are 
other disorders that must be considered in the 
differential diagnosis when the bone marrow 
aspirate is significantly hypocellular. 


1. Metastatic malignancy may be so densely 
packed at or near the elected site of aspiration 
that little or no fluid can be recovered. ‘Tumor 
cells may be so few in number that they may not 
be recognized even by experienced observers. 


2. Almost invariably, the marrow aspirate 
from cases of marrow fibrosis (myelofibrosis) are 
markedly hypocellular and if the spleen has not 
yet enlarged, these findings are almost certain 
to lead to a diagnosis of hypoplastic anemia. 
Myelocytes and/or normoblasts are frequently 
found in the peripheral blood in myelofibrosis 
and if these are present, the physician can be 
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certain that the case is not hypoplastic anemia. 
A surgical biopsy should always be done when- 
ever myelofibrosis is suspected. 


3. Not infrequently, the marrow aspirate is 





Fig. 1. Autopsy Section, hypoplastic anemia. Note 
island of cellular marrow. (x 120) 


definitely hypocellular in idiopathic thrombocy- 
topenic purpura. The writer has had several 
cases of this disorder in which the sternal and 
spinous process aspirates were moderately or se- 
verely hypocellular. Finally, adequate marrow 
tissue and normally cellular smears were obtained 
from the iliac crest. It is the writer’s suspicion 
that it is the megakaryocyte hyperplasia in the 
marrow tissue that causes this tissue to cling to 
the surrounding marrow structures with unusual 
tenacity, thereby making it difficult to aspirate 
adequate marrow concentrate. 

There are several other diagnostic difficulties 
in hypoplastic anemia that are concerned with 
the proper evaluation of bone marrow smears. 
The bone marrow architecture of some cases may 
not be universally hypoplastic. Isolated islands 
of cellular marrow tissue may be scattered through 
the marrow cavity. Even though these remaining 
foci are usually of small microscopic dimensions, 
it is entirely possible to aspirate a sufficient num- 
ber of them with the result that the smear may 
appear to be normally cellular. An example from 
the writer’s experience is shown in Figure 1. 
However, repeated aspirations will consistently 
produce many smears that are unquestionably 
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hypocellular and the megakaryocytes will be 
sparse or absent in all smears. 

In rare cases of hypoplastic anemia, a significant 
reciprocal lymphopoiesis may occur secondary to 
the granulopenia. Not only may such cases show 
a reciprocal lymphocyte infiltration of the mar- 
row, but there is also likely to be an adenopathy 
which may be generalized. These findings have 
led to the diagnosis of lymphatic leukemia. 


Still other cases may reveal a_ considerable 
concentration of plasma cells in the marrow and 
this feature may suggest plasma-cell myeloma. 
Whenever the marrow aspirate contains a sig- 
nificant number of plasma cells but is otherwise 
hypoplastic for nucleated red cells and white 
cells, the clinician should be most cautious about 
making the diagnosis of plasma-cell myeloma. If 
the patient has been treated recently with one 
of the marrow toxic drugs mentioned below, or 
been exposed to one of the toxic physical or 
chemical agents, he should be more wary. Tragedy 
can be added to tragedy if such a patient is 
treated with urethane or stilbamindine without 
first substantiating the diagnosis with an all-out 
clinical and laboratory investigation. The mar- 
row plasma cells found in hypoplastic anemia 
are morphologically normal and are usually not 
numerous. In myeloma, even the more mature 
cells present a blotchy chromation pattern of the 
nucleus which distinguishes them from normal 
plasma cells which have a wheel-spoke arrange- 
ment of chromation. Moreover, immature mye- 
loma cells will often be found. These cells have 
a large centrally-placed nucleus often having one 
large or several smaller nucleoli. They vary in 
size up to 40 microns and exhibit anaplastic 
features. Some cells have a ropy highly ba- 
sophilic cytoplasm and a relatively mature 
nucleus while others will show an immature 
nuclear pattern together with a light-colored 
homogeneous cytoplasm similar to that seen in 
the more mature cells. This asynchronism in- 
dicates pathological maturation. Cells with two 
or more nuclei may be frequent and when present, 
they indicate rapid proliferation. Whenever these 
primitive cells are recovered from the marrow, 
even though the aspirate is hypocellular for the 
other cells strains, myeloma is likely. 

The peripheral blood and bone marrow find- 
ings should always be correlated with the clinical 
aspects. The following is a summary of the im- 
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portant clinical and laboratory features of hypo- 
plastic and aplastic anemia. 


1. No weight loss and no anorexia 


2. Normal BMR 

3. Usually, but not invariably, there is no lymphad- 
enopathy 

4. No splenomegaly 

5. Granulopenic leukopenia (no myelocytes) 

6. Thrombocytopenia (platelets normal) 

7. Normochromic, normocytic anemia unless there 


has been hemorrhage (no normoblasts) 
8. Reticulocytes usually decreased 
9. Red cell fragility normal 
10. Normal sedimentation rate 
11. High plasma iron (non-utilization) 
12. Panmarrow hypoplasia or aplasia 


If the above criteria are fulfilled, and there is 
no history of toxic, physical, chemical, or drug 
factors and there is no evidence of any underlying 
disease process to which marrow hypoplasia may 
be a sequela, then the diagnosis of primary idio- 
pathic hypoplastic anemia, with or without co- 
existant myelofibrosis, may be established. 


Hypoplastic or aplastic anemia may occur 
secondary to an insult by some marrow toxic 
agent. Infrequently it is found in association with 
some other disease. It is pertinent to the diag- 
nosis and management of every case that the 
clinician make certain that the patient has had 
no contact with any such agent or is not ill with 
any disease which may cause panmarrow hypo- 
plasia. The following substances are capable of 
producing this type of anemia: benzol, benzene 
drugs, aniline, toluol, trinitrotoluene, carbon tet- 
rachloride, trichlorethylene, gold salts, arsenicals, 
dinitrophenol, sulphonamides, x-radiation, radi- 
um, other radioactive material and hair dyes. The 
therapeutic use of certain other drugs including 
some of the antibiotics has been reported to be 
followed by hypoplastic and aplastic anemia. The 
reader is referred to a recent article by Osgood*® 
on drug-induced hypoplastic anemias. The writer 
has recently seen a case of rheumatoid arthritis 
who had been treated for two weeks with buta- 
zolidin and who was found to have severe pan- 
marrow hypoplasia two months after the com- 
pletion of this therapy. The patient seems to 
be recovering. Hypoplastic anemia may be as- 
sociated with vitamin B deficiency, overwhelming 
infections, sprue, pellagra, fatty diarrhea, hook- 
worm’ disease, kala-azar, severe malnutrition, 
nephritis, myxedema and old age. Rarely it oc- 
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curs in the late stages of pernicious anemia, 
hemolytic anemia, polycythemia, lymphatic leu- 
kemia and myeloid leukemia. 


Foreign Cell Invasion of the Bone Marrow.— 
The following diseases are capable of invading the 
bone marrow at the expense of the megakaryocytes, 
thereby producing thrombocytopenia and _ the 
hemorrhagic state, Acute monocytic and lymphat- 
ic leukemia and leukolymphosarcoma are particu- 
larly apt to be ushered in with clinical bleeding. 
More slowly, but eventually, chronic lymphatic 
leukemia also invades the marrow. Reticulum 
hemangiosarcoma, 
Gaucher’s disease, Hodgkin’s disease and multiple 
myeloma may do so on occasion. Myeloid leuk- 
emia, which is a myeloproliferative rather than 


cell sarcoma, carcinoma, 


a myeloinvasive disease, almost invariably does 
not develop a critical thrombopenia until late 
in the disease, if at all. 

Because bone marrow plasmacytosis and hyper- 
globulinemia are emphasized as having consider- 
able importance in the diagnosis of multiple mye- 
loma, some recent observations are worthy of 
mention, In a study of sixty patients with mar- 
row plasmacytosis, Klein and Block?* have found 
an increase of plasma cells in twenty-two diseases 
other than myeloma. Moreover, a significant in- 
crease of plasma globulin occured in 80 per cent 
of these cases. Fadem and McBirnie*’ have re- 
ported finding as many as 23 per cent plasma 
cells in the bone marrow of Hodgkin’s sarcoma, 
monocytic leukemia and lymphosarcoma. Bing® 
and Baryd* have observed an increase of these 
cells in monocytic leukemia, aplastic anemia, in- 
fectious mononucleosis, acute and chronic infec- 
tions, granulomas, measles, carcinoma, sarcoidosis, 
hepatic cirrhosis, lymphogranuloma inguinale, 
polyarteritis nodosa and kala-azar. ‘Thus it is 
obvious that when marrow plasmacytosis and/or 
hyperglobulinemia are observed, and particularly 
in those cases where x-rays fail to reveal the 
typical osteolytic lesions of myeloma, all labora- 
tory and clinical data will néed to be subjected 
to careful evaluation and correlation if an oc- 
casional diagnostic error is to be avoided. It 
should be mentioned that plasma cells, particu- 
larly the immature forms, may so closely resemble 
basophilic erythroblasts and early basophilic 
normoblasts that at times, even an experienced 
hematologist may have difficulty with their identi- 
fication. 
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Subleukemic leukemia should be briefly men- 
tioned because, not infrequently, it is erroneously 
diagnosed as other conditions, This is a form of 
leukemia in which the usual features are present 
but in which the total leukocyte count is either 
normal or markedly leukopenic. Usually, but not 
invariably, if the blood smears are thoroughly 
searched, the leukemic cells can be found. All 
types of leukemia, including leukolymphosarcoma, 
may “masquerade” with a leukopenic white 
count. This form of leukemia is most often acute 
but it may be subacute or chronic. A series of 
cases reported by Sturgis*’ points out the frequen- 
cy with which it occurs: 11 per cent of his cases 
of chronic lymphatic leukemia, 53.8 per cent of 
the acute lymphatic leukemias, and 52.9 per cent 
of the leukolymphosarcomas were of the sub- 
leukemic variety. These facts are important in 
diagnosis. Since it is the acute form of the disease 
that is likely not to show the distinguishing 
features of adenopathy and splenomegaly, and 
since this form almost invariably invades the bone 
marrow and displaces the megakaryocytes, it is 
readily seen from these facts and figures that 
acute subleukemic lymphatic leukemia and acute 
subleukemic leukolymphosarcoma may be mis- 
diagnosed as idiopathic thrombocytopenic pur- 
pura. For the same reasons acute subleukemic 
monocytic leukemia may also be mistaken for 
thrombocytopenic purpura. If the clinical and 
hematologic aspects are carefully sought for, the 
possible tragedy of splenectomy can be avoided. 


The following clinical and laboratory features 
are the essential diagnostic criteria of the mye- 
lophthisic state: 


1. Weight loss is progressive 
BMR is elevated but iodine metabolism is normal 
There may be deep bone pain due to primary or 
metastatic skeletal lesions 


Oo NO 


X-ray evidence of bone erosion 

Bence-Jones protein in urine, plasma, or both 

Granulopenic leukopenia (myelocytes present) 

Anemia is often macrocytic and resembles perni- 

cious anemia but may be hypochromic if there 

is hemorrhage (normoblasts usually present and 

polychromasia and stippling are frequent) 

8. Reticulocytosis is common 

9. Thrombocytopenia (atypical platelets and/or 
megakaryocyte fragments should suggest bone mar- 
row disorder) 

10. Red cell fragility often increased 

11. Sedimentation rate increased 

12. Foreign cells present or absent in the blood 

13. Foreign-cell infiltration in the marrow 
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Myelofibrosis and Myelosclerosis—These dis- 
orders begin insidiously. They are slowly progres- 
sive and often compatible with relatively long 
life. They may elude diagnosis for many years. 
Hence, recent contributions concerning the patho- 
genesis and pathological histology of these poorly 
understood conditions, justify more than a passing 
comment. 22:24:38 +3942 

Histologically, they occur in two forms. The 
“pure” form reveals only varying degrees of fibro- 
sis and/or sclerosis of the bone marrow. This 
variety is considered to be either idiopathic or 
secondary. Etiology for the secondary group has 
been ascribed to such factors as physical and 
chemical agents, liver dysfunction, endocrine 
diseases, chronic hemorrhage or hemolysis, and 
cardiovascular diseases. The “mixed” form is 
characterized by marrow fibrosis and/or sclerosis 
in histological association with such lesions as 
myeloid leukemia, polycythemia, megakaryocyte 
myelosis, follicular lymphoma, Hodgkin’s sarcoma, 
reticulum cell sarcoma, tuberculosis, and meta- 
static carcinoma, Obviously, the “mixed” forms 
may cause great difficulty in diagnosis. 

Almost invariably the spleen is enlarged. The 
liver and lymph nodes may be palpable. The 
envolvement of these organs is due, either to the 
compensatory formation of blood (myeloid meta- 
plasia), or to fibrous tissue proliferation therein. 
Fibrosis and sclerosis of the bone marrow (mye- 
lofibrosis and myelosclerosis) eventually replaces 
the normal hematopoietic parenchyma to such an 
extent that definite changes occur in the periph- 
eral blood. Anemia of varying degrees and 
white counts ranging from moderate leukopenia 
to moderate leukocytosis, with or without imma- 
ture granulocytes and nucleated red cells in the 
circulating blood, are the common abnormal 
Standard textbooks and 
much of the current literature fail to comment 
on the number and morphology of the circulating 
platelets in these syndromes. A recent publica- 


hematologic features. 


tion®® reports three cases of “‘pure” myelofibrosis 
having marked thrombopenia. One case had 
purpura. While thrombopenia is not uncommon 
in myelofibrosis, resultant bleeding manifestations 
seem to occur infrequently. The writer has re- 
cently studied three “pure” cases. There was 
pancytopenia in all three, the thrombopenia being 
mild to severe. However, none of these patients 
had developed the hemorrhagic state. Neverthe- 
less, it cannot be over-emphasized that, regard- 
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less of the underlying disease and no matter what 
the mechanism of the thrombopenia, when no or 
few platelets are present in the circulating blood, 
the patient’s life is in constant danger. 

It is important to remember that the spleen 
may not be detectably enlarged—at least, not in 
the early course of the disease. In one of the 
writers cases mentioned above, the spleen was 
greatly enlarged; in another, it was palpable at 
the costal margin; the third case had a two-year 
clinical history and yet, the spleen could neither 
be palpated nor percussed. All three cases were 
histologically proven by surgical biopsy. Figure 
2 reveals extensive marrow fibrosis in the case 
without splenomegaly. Figure 3 presents an au- 
topsy section of normal marrow for comparison. 

Unless marrow fibrosis is associated with mye- 
loid leukemia or polycythemia, the marrow as- 
pirate will be moderately to severely hypocellular. 
Whenever marrow hypoplasia or aplasia is as- 
sociated with splenomegaly, myelofibrosis should 
be suspected. 

The great importance of differentiating myelo- 
fibrosis or sclerosis from leukemic or subleukemic 
leukemia, and particularly from idiopathic throm- 
bocytopenic purpura, is no longer academic. The 
therapy for leukemia and splenectomy for throm- 
bocytopenic purpura, are contraindicated. These 
are usually life-shortening therapeutic procedures 
when misapplied to marrow fibrosis and sclerosis. 
If an awareness for this disorder is maintained, a 
consideration of the clinical aspects, together with 
an accurate interpretation of adequate meticulous- 
ly prepared smears of the blood and aspirated 
marrow, will usually arouse the suspicion of the 
clinician. It is recommended that the diagnosis 
always be confirmed by histological sections pre- 
pared from surgical biopsy material obtained from 
the sternum, spinous process of iliac crest. There- 
with, the associated lesions of the “mixed” forms 
will be revealed. It should be the rule-of-thumb 
to do a surgical biopsy of the marrow whenever: 
(1) myelofibrosis is suspected, (2) whenever an 
attempt at needle aspiration of the marrow re- 
sults in a “dry tap,” or (3) whenever the aspirate 
is significantly hypocellular for normal marrow 
elements in a patient with splenomegaly whose 
peripheral blood contains myelocytes, and/or 
nucleated red cells, and/or reticulocytosis. 


Selective Megakaryocyte Damage or Inhibition. 
without 


—Thrombocytopenia, leukopenia or 
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anemia, may be produced by selective toxic dam- 
ige to megakaryocytes or by toxic inhibition of 
platelet production from these cells. Certain in- 
dustrial chemicals, drugs, physical and radioac- 





Fig. 2. Biopsy section from case of myelofibrosis 
without detachable splenomegaly. (x 120) 


tive agents, virus diseases and bacterial infections 
have been incriminated as etiologic agents. 

This disorder will need to be unequivocally 
differentiated from idiopathic thrombocytopenic 
purpura. A comprehensive inquiry into the his- 
tory regarding contact with toxic agents or 
diseases and a careful thorough examination of 
aspirated bone marrow is essential. The marrow 
examination in these cases is a_ painstaking 
Usually 50 to 100 megakaryocytes 
will need to be examined with the oil-immersion 


procedure. 


lens. In order to recover this many cells, at least 
one, and often several smears must contain con- 
centrated marrow tissue. Megakarocytes cling 
tenaciously to the island of marrow tissue and 
are usually not found in adequate numbers in the 
surrounding marrow fluid to provide a sufficient 
number of cells for examination. If the sternal 
aspiration fails to recover concentrated marrow 
tissue, there should be no hesitation in sampling 
the posterior spinous processes, iliac crest or the 
ribs. 

If the toxic mechanism has damaged the mega- 
karyocytes, they will be decreased or absent and 
they will reveal karyorrhexis of the nuclei and 
vacuolation of the cytoplasm and nuclei. Phago- 
cytosis of specific cellular debris may also be in 
evidence. In some cases, fragmentation of the 
inegakaryocyte cytoplasm is the only abnormality 
observed. 

If the toxic mechanism is inhibitory in action, 
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the megakaryocytes will be morphologically nor- 
mal and often they are numerically adequate. 
However, platelet production from these cells is 
sharply reduced or entirely absent. Since this is 





Fig. 3. Autopsy section of normal marrow. Compare 
with Figures 1 and 2. (x 120) 


also the bone marrow picture seen in idiopathic 
thrombocytopenic purpura which not uncommon- 
ly follows an acute infection, and since an identi- 
cal picture may also be produced by an acute in- 
fection( toxic megakaryocyte inhibition), it may 
be impossible to differentiate these two conditions 
if there has been a recent antecedent infectious 
disease. When this diagnostic problem arises it 
is usually wise to postpone splenectomy. The 
writer has recently observed two cases of throm- 
bopenia following measles. In one case, the 
megakaryocytes were markedly reduced and they 
revealed definite morphological abnormalities.”* In 
the other, these cells were numerically adequate 
and exhibited no evidence of cell damage. How- 
ever, platelet proliferation was not observed. Both 
cases recovered spontaneously. Ackroyd? has re- 
ported three cases of thrombocytopenic purpura 
following measles. One case died of intracranial 
hemorrhage. 


Idiopathic Megakaryocyte Defect. — Several 
cases of thrombocytopenic purpura have recently 
been reported to be associated with morphological- 
ly abnormal platelets and megakaryocytes.®*’** It 
is believed by the authors that these are variants 
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of idiopathic thrombocytopenic purpura (I.T.P.) 
but they have given the name of “thrombopathic 
thrombocytopenia” to this disorder. However, 


until more cases are described and convincing 





a = 
Fig. 4. Megakaryocytes in idiopathic megakaryocyte 
defect (thrombopathic thrombopenia). Note amorphous 
appearance of cytoplasm and lack of granularity. By 


courtesy of the author, Dr. William Dameshek, and 
the publishers, Grune and Stratton. 


evidence is presented to show that they are actual- 
ly a special variety of I.T.P. and that they do not 
merely represent the hematologic aspects of one 
or more unrecognized intrinsic disorders or extrin- 
sic insults, the writer has classified this hemor- 
rhagic condition among the bone marrow dis- 
orders under the heading of “idiopathic mega- 
karyocyte defect.” 

Dameshek and his group have carefully studied 
a case of thrombopathic thrombopenia which de- 
serves attention.?* The patient was a nine-year- 
old boy who had experienced ecchymoses from 
the age of eighteen months. Thrombocytopenia 
was not discovered until age two. Transfusions 
were necessary for subsequent episodes of nose 
bleed. Splenectomy was performed at age of 
thirty months and this procedure resulted in an 
immediate rise of platelets and a disappearance 
of all symptoms for six months. Then thrombocy- 
topenia reappeared and transfusions again be- 
came necessary. There were several features of 
this case which distinguished it from typical idio- 
pathic thrombocytopenic purpura. There was 
bleeding at platelet levels up to 280,000 (normal— 
500,000). Severe hemorrhages are seldom seen 
in I.T.P. until the platelet count reaches 100,000. 
The prothrombin consumption test, which is a 
test showing the speed and degree with which 
prothrombin disappears from the serum and is 
presumably converted to thrombin during coagu- 
lation, revealed a definite impairment of pro- 


thrombin consumption (conversion). The conver- 
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sion of prothrombin is dependent upon both the 
number and functional efficiency of the platelets 
as well as upon the amount of prothrombin, Since 
the prothrombin of this case was quantitatively 
normal, the impaired prothrombin utilization, 
which was slower and more diminished than in 
other types of thrombocytopenia having similar 
platelet levels, was considered to indicate a func- 
tional inadequacy of the platelets. The platelets 
were extraordinarily large and differed from the 
platelets in I.T.P. by their lack of granules and 
their weak staining qualities. In I.T.P. the ma- 
jority of stained megakaryocytes are normally 
granular. In this case, these cells were almost 
totally devoid of granules and the cytoplasm 
stained weakly giving them a hyaline appearance 
identical with the platelets. A microphotograph 
of the megakaryocytes in this disorder is re- 
produced in Fig. 4. A normal megakaryocyte 
is shown in Fig. 5 for comparison. The funda- 
mental abnormality of the megakaryocytes should 
be considered a feature which distinguishes this 
case from typical I.T.P. 


Idiopathic Erythroid Hyperplasia (Acute Ery- 
thremic Myelosis—Di Guglielmo’s Disease ).—TIn 
1923 Di Guglielmo'® published a case that he con- 
sidered to be the first example of true erythremic 
myelosis. By 1936 he had recognized only twenty- 
one cases in the Italian literature. The most recent 
English printed reports refer to only seven cases. 
3,18,24,34 

The clinical features described by Di Guglielmo 
were a rapidly developing and progressive anemia, 
remittent fever, hepatosplenomegaly, hemorrhagic 
manifestations of variable severity and a rapid 
fatal course. The peripheral blood contained 
numerous nucleated red cells with atypical 
basophilic normoblasts predominating. Occasion- 


-al myelocytes were observed. The leukocytes and 


platelets were usualy decreased. Reticulocytes 
were not increased. The bone marrow was de- 
scribed as hyperplastic for nucleated red cells with 
a maturation arrest at the normoblastic level. 
There was usually a hypoplasia of both nucleated 
white cells and megakaryocytes. Autopsy sections 
showed an infiltration of nucleated red cells into 
the spleen and liver and sometimes into other or- 
gans. While the acute form of the disease is the 
most common and typical, subacute and chronic 
varieties are recognized. The chronic form runs 
a progressively fatal course and is characterized 
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by much the same clinical and hematological 
features as the acute disease except that the 
nucleated red cells in the circulation are usually 
more mature, the normoblasts containing a higher 
complement of hemoglobin. However, they may 
be entirely absent from the blood in some cases. 
Hemorrhagic manifestations and thrombopenia 
are more frequent and more pronounced in the 
acute form. 

Because immature plasma cells may be con- 
fused with basophilic erythroblasts and _ early 
basophilic normoblasts by the hematologist as well 
as by the experienced technician, the writer would 
caution that extra-osseous plasma cell myeloma 
may be mistaken for erythremic myelosis. This 
error would be most likely to occur in cases having 
moderate numbers of immature myeloma cells in 
the circulation together with orthochromatic 
normoblasts which escape into the circulation be- 
cause of the plasma cell proliferation in the mar- 
row. A recent report emphasizes the differentia- 
tion of erythremic myelosis from acute myeloid 
leukemia and acute hemolytic anemia.* On oc- 
casion, it may need to be differentiated from 
Cooley’s anemia, thrombotic thrombocytopenia 
(discussed below), secondary hypersplenism and 
pernicious anemia. 


Deficiency Diseases and Nutritional Disorders.— 
Erythrocyte maturation factor (P.A.), the vitamin 
B complex and certain amino acids are essential 
to optimum hematopoiesis. Food idiosyncrasies 
and gastrointestinal abnormalities associated with 
disturbed digestion and absorption of these sub- 
stances may be associated with thrombocytopenic 
purpura. Panmarrow hypoplasia, rather than 
selective megakaryocyte envolvement, should be 
suspected as the mechanism for this type of 
purpura, 

Thrombocytopenia is common in_ pernicious 
anemia and it may be so severe that clinical bleed- 
ing may occur. The writer has seen a case with 
a red count of 800,000 and a severe thrombopenia 


which bled for several days from both the urinary 


tract and gums. There is usually a marked 
megakaryocyte deficiency in the bone marrow 
and there can hardly be any doubt that the 
thrombocytopenia and the bleeding are explained 
on this basis. Megakaryocyte regeneration can 
be anticipated to follow quickly after the institu- 
tion of specific therapy. A rise of peripheral 


platelets is often the first response to treatment. 


JANUARY, 1955 


Disorders of the Spleen 


Hypersplenism, in itself, is not a histopathologic 
entity. It is a functional disturbance in which 


one or more of the circulating blood cells be- 


Fig. 5. Normal mature megakaryocyte (x 900). Note 
platelet proliferation at 7:00 and 10:00 o’clock. 


comes deficient (cytopenia). It appears to be 
common to a wide variety of diseases. Because 
splenectomy is usually followed by a restoration 
of normal blood values in these cases, the mechan- 
ism for this hematologic disorder has been ascribed 
to abnormal physiology of the spleen. Concepts 
of the pathogenesis of the hypersplenic mechanism 
are still theoretical and they are not in agreement 
despite the detailed studies of many careful in- 
vestigators, The two principle theories are those 
of Doan** and Dameshek.’” 

Hypersplenism may be either primary or 
secondary. In the primary variety there is no 
associated disseminated constitutional disease and 
only one cell strain is predominately involved. 
While only one cell is primarily affected in pri- 
mary hypersplenism, the following quotation from 
Doan" emphasizes the fact that one or both of 
the other peripheral cells may be involved to a 
lesser degree: “It is seldom that we encounter a 
‘pure’ hemolytic or unadulterated thrombocyto- 
penic or neutropenic syndrome. The predominant 
clinical picture may be anemia, with or without 
jaundice, or purpura, or Ludwig’s angina and in- 
fection, but any one of these symptom complexes 


65 








THE HEMORRHAGIC STATES—McBROOM 


TABLE II. PRIMARY HYPERSPLENISM 








Congenital hemolytic anemia (erythrocytopenia) 
Primary splenic neutropenia (neutropenia) (40) 
Idiopathic thrombocytopenic purpura (thrombopenia) 
Primary congenital splenic panhematopenia (pancy- 
topenia) (16) 


wr | 


will be found, more often than not, to have a 
subclinical if not a clinical cytopenia involving one 
or more of the other elements of marrow origin. 
At different stages in the clinical course of the 
same patient, differing degrees of pan-hematocy- 
topenia may be observed.” 

While Table II enumerates all of the instances 
of primary hypersplenism, only primary hyper- 
splenic thrombocytopenia (idiopathic thrombocy- 
topenic purpura) will be discussed in this paper. 


Idiopathic Thrombocytopenic Purpura 
(Primary Hypersplenic Thrombocytopenia) 


When clinical bleeding into the skin and/or 
from the mucous membranes and/or into the 
central nervous system is found associated with a 
“critical” thrombopenia and the bone marrow 
studies fail to reveal any evidence of hypoplasia or 
aplasia, foreign cell invasion, or any morpho- 
logical abnormality of the megakaryocytes, and 
these cells are found to be present in normal or in- 
creased numbers in all stages of maturity, primary 
splenic thrombocytopenia (Werlhof’s disease) may 
be suspected. If the spleen is not enlarged, this is 
the most likely diagnosis, 
both 


This disease occurs in 
In the acute 
variety both sexes are affected and there is no 
family history. It is important to remember that 
acute I.T.P. commonly occurs 10 to 14 days after 
an acute infection. 


acute and chronic forms. 


Since both bacterial infections 
and the virus diseases may injure the megakaryo- 
cytes and thereby produce thrombocytopenic pur- 
pura several weeks after their onset, these toxic 
cases must be clearly differentiated from I.T.P. if 
an ill-advised and possibly fatal splenectomy is to 
be avoided, Children with acute I.T.P. usually 
recovery spontaneously. 

The chronic form is much more common in the 
female. Often there is a long history of relapses 
and remissions. In both the acute and chronic 
forms, the clinical manifestations may be relative- 
ly benign and present only as a few scattered 
petechiae and/or ecchymoses. In other cases, 
they may develop suddenly in the form of devas- 
tating multiple hemorrhages from the mucous 
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membranes or into the central nervous system. A 
palpable spleen is very unusual. If it is enlarged, 
the diagnosis of I.T.P. should be seriously ques- 
tioned. When the blood platelets are critically 
reduced in this disease they are often morpho- 
logically abnormal. However, abnormal platelets 
should always arouse suspicion that the case may 
not be I.T.P., but rather, that it may be one of the 
following: (1) foreign cell invasion, (2) toxic 
damage to the megakaryocytes, (3) thrombopath- 
ic thrombocytopenia, or (4) thrombocytopenia 
with platelet agglutinins (see below). In I.T.P. 
the bleeding time and clot retraction will be pro- 
longed, the prothrombin consumption decreased, 
and the capillary fragility usually increased. The 
megakaryocytes are morphologically normal and 
they will either be normal or increased in numbers 
and both the young and degenerated forms will be 
increased. Platelet proliferation will be sharply 
reduced or totally absent. The writer has yet to 
see a case in which platelet production is in- 
creased. 

Just as in cases of toxic megakaryocyte damage, 
concentrated marrow tissue must be present on 
the smears to be examined. Sufficient megakaryo- 
cytes to permit an accurate appraisal of the num- 
ber of these cells, their morphologic condition, and 
the degree of platelet proliferation, are usually not 
found outside of these foci. To make certain that 
the megakaryocytes are not abnormal, the oil- 
immersion examination of 50 to 100 cells is 
essential. 

Wiseman, Doan and Wilson*! have listed cer- 
tain diagnostic criteria for idiopathic thrombocy- 
topenic purpura which should always be given 
serious consideration before the diagnosis is made. 
They are as follows: 


1. There must be spontaneous purpura and/or free 
bleeding from mucous membranes. 

2. The blood platelets must be substantially reduced 
in number (less than 100,000 per cubic m.m.). 

3. The clotting time and prothrombin time must be 
within normal limits. 

4. The anemia and leukocyte count must not be out 
of proportion to the amount of bleeding. 

5. There must be no pathologic cells in either the 
blood or the bone marrow. 

6. There must be no recent history of the ingestion 
of drugs or occurrence of those diseases known oc- 
casionally to produce thrombocytopenia. 


~ 


There must be no appreciable enlargement of thi 
spleen or lymph nodes. 
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Secondary Hypersplenism 
(Secondary Hypersplenic Thrombocytopenia ) 


Secondary hypersplenism may be defined as a 
hyperinstability of the spleen arising from the in- 
volvement of that organ by some disseminated con- 
stitutional disease in a patient who has no family 
history of the hypersplenic trait. The recognition 
of the hypersplenic state, when it coexists with the 
signs and symptoms of the underlying disease, may 
challenge the diagnostic acumen of the clinician. 
If the physician will keep in mind that hyper- 
splenism may be the cause of cytopenia in any 
disease which involves the spleen, he will more 
frequently recognize this disturbance. 

In contrast to I.T.P. there is a detectable en- 
The peripheral blood 
will reveal a cytopenia for one, any two, or all 


largement of the spleen. 
three cell strains. The bone marrow will usually 
show a compensatory increase in the precursors of 
the cells that are deficient in the circulation.. In 
other words, when there is thrombocytopenia, the 
marrow will usually reveal an increase in mega- 
karyocytes in all stages of maturity. Proliferation 
of platelets from these cells will be greatly dimin- 
ished or absent. The writer has yet to see an 
instance in which proliferation was increased. 
Table III enumerates those disorders which have 
been reported by various observers to be associated 
While 
only those starred with an asterisk have been 
observed to be associated with thrombopenia and 
clinical bleeding, all diseases involving the spleen 
should be 


with cytopenia corrected by splenectomy. 


regarded as potential hypersplenic 


thrombocytopenic disorders. 
Case Report 
The following case is an example of secondary 
hypersplenism recently studied by the writer. It 
will be reported elsewhere in detail. 
The 
had 


patient was a aged thirty-seven, who 

blow to the 
abdomen ten years previously. Thereafter he was unable 
to work for four months. Subsequently, he had suffered 
with fatigue, was treated many times for anemia and had 


received a number of blood transfusions. The spleen was 


man, 


received a_ serious traumatic 


slightly enlarged and there was a definite pancytopenia 
of the peripheral blood. The differential was normal 
but there was obvious hypochromia of the red cells. 
Because there was no evidence of hemolysis and no indi- 
cation of maturation arrest of erythropoiesis in the mar- 
row, the anemia was thought to be due to hemorrhage 
rather than to hypersplenism. This impression was cor- 
roborated when the patient had a massive upper gastro- 


intestinal hemorrhage just before hospital admission. 


January, 1955 








THE HEMORRHAGIC 


STATES—McBROOM 





TABLE III. SECONDARY HYPERSPLENISM 
*Tuberculosis 
*Syphilis 
Moniliasis 
Sarcoidosis 
Malaria 
Kala-azar 
*Hodgkin’s disease 
*Gaucher’s disease 
Xanthomatoses 
Disseminated lupus 
erythematosus 
*Lymphatic leukemia 
*Monocytic leukemia 
*Myeloid leukemia 
*Infectious mononucleosis 
Banti’s syndrome: 
Hepatic cirrhosis 
Portal vein thrombosis 
Splenic vein thrombosis 
Pancreatic carcinoma 
A-V fistula (splenic ar- 
tery to splenic vein) 
*Cardiac decompensation 
Felty’s syndrome 
Acquired hemolytic anemia 
Giant follicular lymphoma 
Reticulum cell sarcoma 
Hemangioma 
Multiple myeloma 





From Doan,!+ Dameshek!2 and Others 


Several varices were visualized at esophagoscopic exam- 
ination. At laporotomy an aneurysmal mass the size of 
a lemon involving the splenic artery and vein was found 
near the hilum of the spleen. 
tain an arteriovenous fistula. 


This was found to con- 
The mass and the spleen 
were removed. 

Before surgery, the bone marrow revealed a severe 
thrombocytopenia and a moderate hyperplasia of normal 
megakaryocytes. Platelet proliferation was almost non- 
existent. One week after operation the blood platelet 
count was over 3,000,000. Ten days postoperative the 
bone marrow revealed the most intense thrombocytosis 
that the writer has ever seen. Platelet proliferation 
from the megakaryocytes was greatly increased over nor- 
mal. The patient has been working seven days a week 
and the blood continues to be normal eleven months after 
operation. This is believed to be a case of the Banti’s 
syndrome with hypersplenism for leukocytes and platelets 
due to a congestive splenomegaly secondary to a commu- 
nication between the splenic artery and splenic vein. 


Once the spleen has been found guilty of any 
hypersplenic mischief, it should never be trusted 
again. Sooner or later, a sudden acute hemoclastic 
crisis may occur. Chronic invalidism and actual 
fatalities due to a pathologic spleen are more com- 
mon than generally realized. Undoubtedly these 
facts have prompted Doan’® to comment as fol- 
lows: “Prophylactic splenectomy should be ad- 
vised and undertaken whenever a hypersplenic syn- 
drome has been observed, either as a chronic or as 


an acute episode, even though one or more remis- 


" *Associated with thrombopenia and clinical bleeding. 
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sions have intervened.” Certainly the accumu- 
lating reports on the doubtful value of ACTH and 
cortisone in idiopathic and secondary hypersplenic 
thrombocytopenia give us no reason to reject this 
point of view. However, since these hormones may 
produce a temporary rise of platelets and since 
Greene et al’® have reported that their cases of 
I.T.P. presented no operative difficulties nor any 
retardation of wound healing when preoperatively 
prepared with these hormones, such use of the 
hormones should not yet be discouraged. 


Contraindications to Splenectomy 


1. All cases of thrombocytopenia in which re- 
peated marrow aspirations reveal few or no 
megakaryocytes. 

Selective megakaryocyte damage. 
Hypoplastic or aplastic anemia. 

Foreign cell invasion of the bone marrow. 


or OF NO 


Food and drug allergy. 


Myelofibrosis and myelosclerosis. 


“PP 


Acute idiopathic thrombocytopenic purpura 
in children. 

8. Thrombocytopenia following acute infec- 
tions. 


Thrombocytopenia Due to Circulating Platelet 
Agglutinins 


(Immuno-thrombocytopenia) 


Stefanini, Dameshek et al*® have reported find- 
ing a high titer for a circulating platelet agglutinin 
in a comprehensively studied case which they be- 
lieve to be an example of I.T.P. They postulated 
that the thrombocytopenia was probably due to a 
direct injury to both the circulating platelets and 
the bone marrow megakaryocytes by the aggluti- 
nin. They feel that this injury is responsible for 
the peripheral destruction of platelets as well as 
for the decreased production and release of plate- 
lets from the megakaryocytes. Some of their ex-. 
perimental results in anmials suggest the possi- 
bility that the “sensitized” platelets are removed 
from the circulation by the intact spleen. Harring- 
ton et al** have reported finding a circulating 
platelet agglutinin in the plasma of 21 of 31 
patients with thrombocytopenia which they be- 
to be I.T.P. When the whole blood or 
plasma of these cases was transfused into normal 
recipients, a precipitous drop in the platelet count 
occurred in sixteen of the twenty-six recipients. In 
some instances, the induced thrombopenia was as- 
sociated with purpura and clinical bleeding. The 


lieve 
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bone marrow of the recipients revealed a definite 
decrease in platelet proliferation from megakar- 
yocytes. Moreover, the megakaryocytes showed 
morphological changes. These investigators sug- 
gest that the spleen probably serves two functions 
in the pathogenesis of this variety of thrombo. 
cytopenia: (1) the removal of the “sensitized” 
platelets, and (2) production of some of the agglu- 
tinin. Six out of eighteen cases failed to respond 
to splenectomy. 

It seems to the writer that these observations 
present convincing evidence for a “new” mechan- 
ism for thrombocytopenia. The facts offer meager 
support for hypersplenic mechansim. It should be 
pointed out that one-third of 18 cases failed to 
respond to splenectomy. Moreover, the remaining 
two-thirds of the splenectomized patients have not 
been observed for a sufficient period to make cer- 
tain that they are really cured by operation. It 
is the writer’s belief that, until a larger group of 
cases is studied and convincing evidence is pre- 
sented to show that the spleen actually produces 
the agglutinin and that the patients are cured by 
splenectomy, these cases should be classified as ex- 
amples of ‘“immuno-thrombocytopenia” rather 
than as instances of hypersplenism (idiopathic 
thrombocytopenic purpura). Whenever it can be 
shown that a given case of thrombocytopenia is 
not due to hypoplasia or foreign cell invasion of 
the bone marrow and no history of allergy, in- 
fection or contact with any possible marrow toxic 
substance can be elicited, then immuno-thrombo- 
cytopenia becomes a distinct possibility. If the 
megakaryocytes are numerically adequate but they 
reveal morphological abnormalities, this is even 
more likely. Tests for circulating platelet ag- 
glutinins should be performed on all cases of 
thrombocytopenia thought to be examples of 
idiopathic thrombocytopenic purpura. ‘The tech- 
nique for their detection may be found in the 
bibliography.?*»** 


Allergic Thrombocytopenia 


Food Allergy.—This disorder is included not 
only as a cause of thrombocytopenia capable of 
producing clinical purpura, but it is also presented 
to emphasize that it may cause considerable dif_- 
culty in differential diagnosis. Within a half hour 
after the ingestion of some food to which a patient 
is allergic, the platelet count may drop precipitous- 
ly, even to purpuric levels. Figure 6 illustrates the 
promptness and the degree of thrombopenia ijol- 
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lowing the ingestion of wheat in a patient observed 
by the writer. Simultaneously the white count may 
drop to leukopenic levels. When this occurs in 
women with hypochromic anemia associated with 
menstruation, the physician may be led to believe 
he is dealing with some serious hematologic dis- 
order. Blood counts should not be done on a 
known allergic individual immediately after eating. 
When thrombocytopenia and/or leukopenia are 
found in such a patient, the counts should be 
repeated, several times, if necessary. 


Drug Allergy—In view of some recent obser- 
vations, it seems evident that not all thrombopenic 
states associated with drug therapy are due to 
panmarrow hypoplasia or specific megakaryocyte 
injury. Ackroyd? has reported extensive studies 
on patients with thrombocytopenic purpura due to 
sedormid sensitivity and he demonstrated an in 
vitro lysis of the platelets of these patients in the 
presence of this drug. Because quinidine is not 
uncommonly used in clinical medicine, particularly 
by the cardiologists, it is thought advisable to call 
attention to a recent report by Larson?’ who has 
studied the mechanism of thrombocytopenia fol- 
lowing the administration of this drug. A rapid 
fall of circulating platelets occurred in a patient 
after a test dose of quinidine. It was felt that this 
fall was too rapid to be accounted for by inhibi- 
Inhibition of clot 
retraction could be produced in the patient’s blood 
by the addition of minute quantities of quinidine 
This was assumed to demonstrate a 
specific peripheral action of quinidine on the 
platelets. Complete inhibition of clot retraction 
could be produced in the blood of a normal indi- 
vidual by the addition of serum from the patient 
together with quinidine. No such inhibition oc- 
curred if one, or the other, was added alone. This 
was assumed to demonstrate that quinidine did 
not affect the platelets directly, but rather that it 
did so by an antigen-antibody reaction. 


tion of the megakaryocytes. 


in vitro. 


No sig- 
nificant fall in platelets occurred in the normals 
after the addition of quinidine in vitro. This was 
interpreted as evidence against a lysis of platelets. 
The authors feel that the platelets were injured 
and were removed by the reticulo-endothelial sys- 
tem. 


Thrombocytopenia of Undetermined Pathogenesis 


Thrombotic Thrombocytopenic Purpura.—This 
syndrome presents itself with a triad of clinical 


January, 1955 








THE HEMORRHAGIC 





STATES—McBROOM 


manifestations which do not occur together in any 
other condition: (1) hemolytic anemia, (2) 
thrombocytopenic purpura and (3) focal neuro- 
logic changes and mental aberrations. In all re- 
ported cases, widely disseminated occlusions of 
small arterioles have been found. 


Si PLATELET RESPONSE in FOOD ALLERGY 





White cells in thousands 
Platelets in 100 thousands 








1i 
3 _59 gs 
Minutes after wheat meal 
Fig. 6. Platelet response to food allergen. 


The onset is usually abrupt and is often pre- 
ceded by an upper respiratory infection. Ex- 
cept in one instance, the clinical course of all cases 
has been short, stormy, and fatal. The initial 
complaints are often vague and include malaise, 
headache, vertigo, nausea, vomiting, arthralgia and 
myalgia. Low grade fever and pallor appear 
Hepatosplenomegaly is usually found some 
time during the illness. 

The anemia is always hemolytic and it is often 
associated with frank icterus. The usual evidence 
of hemolysis can be found: hyperbilirubinemia, 
reticulocytosis, nucleated red cells in the circula- 
tion, increased urobilinogen in the urine and stool 
and a normoblastic hyperplasia in the bone mar- 
row. Circulating agglutinins and hemolysins and 
absorbed — globulin bodies (positive 
Coomb’s test) have not been demonstrated.?° *° 
The mechanisms for this hemolytic process has 
not yet been identified. 

The thrombocytopenia is often manifested by 
petechiae, ecchymosis and epistaxis. As in all 
cases of critical thrombopenia, the bleeding time 
and clot retraction are prolonged and the capillary 
fragility is usually increased. Meacham et al’? 
have reported that the bone marrow of their cases 
revealed the findings which could be considered 
diagnostic of idiopathic thrombocytopenic purpura. 
Green”® reports the same findings. The total num- 
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ber of megakaryocytes was increased, young forms 
were present and platelet proliferation was not 
observed. In spite of these interesting observa- 
tions, the other known mechanisms for thrombo- 
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Fig. 7. Section of a relatively recent occlusion of a 
myocardial arteriole. Note that occlusive material is 
continous with vessel wall and is covered by endothelium. 
(x 255) By courtesy of the author, Dr. G. C. Meacham, 
and the publisher, Grune and Stratton. 


Fig. 8. Section of a healed occlusion in a splenic 
arteriole. Note extensive alteration in the vessel walls. 
(x 255) By courtesy of the author, Dr. G. C. Meacham, 
and the publisher, Grune and Stratton. 


penia have not been investigated in a sufficient 
number of cases to permit conclusions regarding 
the pathogenesis of the platelet deficiency. 

The mental and neurological aspects of this 
syndrone may be either transient or constant and 
they develop as the disease progresses. There may 
be signs of focal involvement such as hemiplegia, 
aphasia or cranial nerve paralysis. Generalized 
cerebral envolvement may appear as the condition 
becomes more fulminant. Convulsions, delirium, 


stupor and even coma may occur. These mani- 


70 


THE HEMORRHAGIC STATES—McBROOM 





festations are thought to be due to vascular 
occlusions in the brain. 


It is worthy of comment that there is disagrce- 
ment concerning the histopathologic nature of the 
vascular lesions. Until recently, most observers 
have thought that the vessel occlusions were made 
up exclusively of platelets and platelet debris. 
Meacham et al?® believe that the histologic changes 
observed by them can be explained only by de- 
generative changes in the vessel walls. They feel 
that platelet thrombi, alone, cannot be expected 
to produce such histologic lesions. The bone mar- 
row findings in these cases lend support to their 
impression that the thrombi are not of platelet 
origin. If platelets are not being produced, it is 
very doubtful that the thrombi contain any sig- 
nificant amount of platelet debris, if at all. They 
suggest a relationship to the collagen diseases. 
Singer et al** and Beigelman® have also suggested 
this relationship. Meacham et al** have made 
the following statement: “amorphous material 
present in these vessels was almost always covered 
by endothelium, suggesting that it was degenerated 
and swollen material encroaching upon the lumen 
from the vessel walls, and not an intraluminal 
thrombus.” To support this contention they pre- 
sent the microphotograph reproduced in Figure 
7. The degenerative changes in the vessel walls 
observed by them are reproduced in Figure 8. 

It is the writer’s impression that all observers 
have probably described the same clinical syn- 
drome. Granting this, it remains his suspicion 
that this disorder is a syndrome which may be 
produced by more than one etiologic factor. 
Moreover, it is difficult to accept the view that all 
the different clinical manifestations are produced 
by a single pathogenic mechanism in any given 
case. 

The triad of hemolytic anemia, thrombopenia, 
and transient or constant neurologic abnormalities, 
should at once suggest the diagnosis of thrombotic 
thrombocytopenic purpura. Characteristic histo- 
logic lesions have been found in the lymph nodes, 
skin and vertebral bone marrow. Surgical biopsies 
of the nodes, skin, sternum, rib or iliac crest are 
indicated when this syndrome must be considered. 
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There appears to be an endless amount of knowledge 


which can be accumulated about cancer. 


* * * 


The National Cancer Institute has tested more than 


3,000 chemicals for their tumor-damaging ability, none 
of which has yet been found safe for clinical use in 
hurnan cancer patients. 
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Advances in basic science research come slowly and 


seldom make headlines, but they are vital to the search 
for better methods in diagnosis, control, and therapy. 


* * * 


Modern cancer research goes back about fifty years, 


but only since the end of World War II have significant 
sums of money been available for this purpose. 
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Cardiac Arrest and Its 
Management in Rural Area 
Hospitals 


By Harry E. Merritt, M.D. 
and Harold F. Osterhagen, M.D. 
Traverse City, Michigan 


HE THREAT of cardiac arrest’s occurring 

in the smaller hospitals of the country, and in 
clinics and offices of less imposing areas than large 
cities and medical teaching centers, may be as 
real a problem for the comparatively isolated prac- 
titioner as it is for his more metropolitan col- 
leagues. It seems timely, therefor, to call atten- 
tion of other small-town physicians to this phase 
of the much-discussed subject of cardiac arrest, 
and to the attempted solution of that problem 
by the staff of one of the nation’s smaller (204- 
bed) hospitals, That hospital is located in a 
town of about 17,000 permanent population, in 
the secluded northwestern corner of the Lower 
Peninsula of Michigan. 

Fortunately, it is highly probable that no in- 
dividual (outside an active thoracic-surgery cen- 
ter) will ever attain extensive personal experience 
in the treatment of the catastrophe under dis- 


cussion, But, as Tennyson says in his “Ulysses”: 


“All experience is an arch, wherethrough 
Gleams that untravell’d world, whose margin fades 
Forever, and forever... .” 

We take this to indicate that each one of us 
is justified, even obligated, to learn and apply 
therapeutic principles based upon vicarious as 
well as personal experience, and to make available 
to others the results of those two kinds of ex- 
perience. 


Since June, 1947, one of us in the role of 


anesthesiologist (H.F.O.) has witnessed four cases 


of cardiac arrest occurring over a period of 
seven years and during the administration of 
some 35,000 general anesthetics; and one of us 
(H.E.M.) 
treated two of those cases and attempted treat- 
ment in a fifth case, that of a drowned nurse. 
None of these patients recovered. 

Because of (1) our failures, (2) the writers’ 
obviously limited personal experience—which still 


in the role of emergency operator 


From the Departments of Surgery and Anesthesia, 
James Decker Munson Hospital, Traverse City, Michigan. 
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exceeded that of our local colleagues—in the 
treatment of cardiac arrest, (3) the literature’s 
being replete with well-documented and thought- 
fully-written papers’ on the subject, and (4) each 
local staff-member’s cognizance of the potential 
danger to his patients, the staff assigned us the 
job of distilling the two types of experience re- 
ferred to above, into a pragmatic regimen that 
all of us have learned and implemented. It is 
the object of this note to make known the work 
done, not because we are proud of our failures 
but in the hope that better care may redound to 
all cardiac-arrest victims in rural areas. 

Briefly, cardiac arrest may be defined as the 
unexpected, abrupt, apparent cessation of the 
heart-beat. Its importance as a problem worthy 
of our consideration lies in the fact that it seems 
to arise about once per 7,000 anesthetized patients, 
and it may occur during induction of any type 
of anesthesia, in the course of surgical operations 
or deliveries, or during administration of drugs 
or contrast media. 
and treat 


Moreover, failure to recognize 
the condition within three to five 
minutes may result in damage to the central 
nervous system; and a delay of 8 minutes or longer 
may cause idiocy or death of the patient. 

Despite informed opinion to the contrary,‘ it 
seems to be the consensus that the principal cause 
of cardiac arrest is hypoxia or anoxia.*® Other 
causes are said to be anesthetic agents, vagal 
stimulation® (as during thyroid operations), 
manipulation and displacement of the heart (e. g., 
in chest-surgery procedures), and unexpected 
drug reactions; in addition, the heart may stop 
for no apparent reason.°® 

For purposes of this discussion, two kinds of 
cardiac arrest occur, and it is vitally important 
to differentiate the two: (1) cardiac standstill, or 
asystole, is complete cessation of all recognizable 
activity of the heart, and is treated® by rhythmic 
manual compression of that organ: (2) ventric- 
ular fibrillation, apparent individual-but-unco- 
ordinated activity of the muscle-fibers of the 
ventricles, is treated with an electric shock or 
shocks applied directly to the heart.** These 
principles of treatment will be reiterated, in 
greater detail, below. 

As with the diagnosis of any disease, there are 
pitfalls in recognizing cardiac arrest. But, usually, 
one should not hesitate to suspect it and, rightly 
or mistakenly, institute prompt treatment for it 
if there is absence of the peripheral and central 
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pulse, together with disappearance of the blood 
pressure. As Ruzicka’ has said, false alarms will 
inevitably occur but must be tolerated. During 
an operation, examination of a _ mechanical- 
trauma victim, or accouchement, the sudden ces- 
sation of bleeding may be the first clue that 
disaster is at hand. The patient may or may 
not be cyanotic, livid or pale. Breathing may 
seem to persist after the heart-beat ceases: true 
respiration may be present, if only briefly. Or, 
under the stress of the situation, the surgeon may 
not notice that the anesthetist is breathing, with 
the rubber bag, for the patient. The continuous 
electrocardiogram, so commonly used in elective 
thoracic surgery, is pathognomonic when it in- 
dicates stoppage of the heart (of either of the 
types mentioned above); but its use is virtually 
Therefore, for our 
The one 


important, essential diagnostic maneuver is left 


unknown in rural hospitals. 
purposes, it is of no diagnostic value. 


anterior thoracotomy and pericardotomy, followed 
by visualization and palpation of the heart. 

To re-emphasize the cardinal principles that 
now must be borne in mind: a totally quiet heart 
is indication for rhythmic manual compression 
of the ventricles, while a visibly- or palpably- 
fibrillating heart demands use of the electric 
ventricular defibrillator. Of course, an adequate- 
ly-beating heart, should one’s diagnosis of arrest 
be incorrect, is to be left alone and the integrity 
of its coverings restored by suture. 

In our local institutions, treatment of cardiac 
arrest consists of one or more of the following 
techniques, in the order given. (In outline form, 
these procedures are posted on all hospital bul- 
letin boards, above scrub sinks near all operating- 
and delivery-rooms, on the walls of those rooms 
and of the Out-Patient and Roentgenology De- 
partments, and at all nursing stations; in addi- 
tion, each staff-member has a copy of the out- 
line. ) 

First is the principle underlying the art and 
science of anesthesiology: the maintenance of an 
open airway. The person giving the anesthetic, 
or an assistant in cases of those patients not under 
general or spinal anesthesia, must establish and 
Maintain an unimpeded respiratory tract, and 
administer oxygen by manual compression of 
the usual rubber bag. If circumstances require, 
one must resort to mouth-to-mouth breathing. 

Second only to the importance of getting 
Oxygen into, and carbon dioxide out of, the 
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patient is the overt behaviour of the responsible 
physician, be he general practitioner, internist, 
obstetrician, roentgenologist, surgeon or fledgling 
house-officer. He must, of course, desist from 
trying to complete the operation or other activity 
in which he has been engaged. As his first, 
simplest and most rapid attempt to start the 
heart, he should strike the patient forcibly over 
the precordium. (Aside from the technique’s 
docuinentation in the literature,® we can report 
a somewhat-illuminating local incident. An in- 
tern pronounced an elderly heart-disease patient 
dead, rapped him rather briskly over the left 
chest as the diagnosis was announced to the 
nurses, and turned to leave the room. The 
patient sat erect and said, “Don’t strike me, Doc- 
tor—I’m a sick old man!” Discussion of the in- 
tern’s reaction need form no part of this report.) 

Should the maneuver described above fail to 
start the heart, the physician must, as with all 
surgical procedures, try to know what to do, be 
decisive, and go ahead and do it. (We cannot 
agree with a recent report in the lay press’! which 
implies that vigorous treatment is to be denied 
the victim of cardiac arrest.) Without regard to 
aseptic technique, the left anterior chest wall is ex- 
posed and rapidly opened through a 6-inch-long 
or 8-inch-long intercostal incision. (A word of cau- 
tion at this point: the operator must take into 
account the habitus and state of nutrition of the 
patient when performing this apparently radical, 
but really conservative, operation. One of us 
(H.E.M.), while “acting decisively” in doing 
this operation for a colleague and not having 
seen the patient before, did not notice that the 
elderly victim of cardiac arrest was markedly 
emaciated. With one stroke of the scalpel, all 
chest-wall layers, the pericardial sac, and a bit of 
visceral pericardium were laid open. Had the 
blade gone a millimeter or two deeper, of course 
the coronary vessels and myocardium would have 
been injured. Such haste in opening the road 
to the heart is unseemly, dangerous and unneces- 
sary, and is to be condemned.) The intercostal 
incision may be made in the left fourth interspace,° 
but the writers prefer the fifth because the higher 
location of the surgical wound necessitates a 
severely uncomfortable, rapidly fatiguing and in- 
efficient flexion of the operator’s wrist and hand. 
To prevent a painful tourniquet effect on his 
wrist by the fifth and sixth, or other paired, ribs, 
one should hook the fingers of each hand firmly 
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in the wound and forcibly fracture the local ribs 
and/or costal cartilages with strong 
cephalad and caudad, simultaneously. Cutting 
of the ribs or cartilages at this stage has been 
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oxygenation by the anesthetist, the patient’s color 
improves noticeably. If the heart should resume 
its spontaneous beat, its coverings are sutured. If 
no function returns, at least one hour of cardiac 
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Fig. 1. 


recommended,® but the method used here obviates 
a frantic search for a rib-cutter when time is so 
important; similarly, a rib-spreader has not been 
found necessary. 

The pericardial sac is then widely incised, to 
permit visualization and palpation of the ven- 
tricles beneath their intact visceral pericardium. 
Now, the presence of asystole (cardiac standstill) 
or ventricular fibrillation is easily recognizable. 
Should the former situation obtain, rhythmic 
manual compression of the ventricles is instituted, 
at a rate simulating that of the natural heart beat. 
It is helpful at this time, if a plainly visible clock 
does not face the operator, to have someone an- 
nounce the time at half-minute or minute inter- 
vals; this aids materially in the maintenance of 
an effectual, steady rhythm and keeps the opera- 
tor posted as to his working-time. We have 
found, too, that palpation of the carotid, temporal 
or brachial pulse by the anesthetist serves as an 
excellent index to the efficacy of the ventricular 
massaging being done by the surgeon: proper 
massage not only makes one or more peripheral 
pulses palpable but, in the presence of adequate 
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Ventricular Defibrillator, electrical circuit. 


massage is indicated before diagnosing death. 
(Far-fetched as it may seem, we suggest that 
physicians not experienced in cardiac massage “get 
the feel” of the maneuver upon necropsy subjects. ) 
In the presence of ventricular fibrillation, the 
procedures above are carried out while an assist- 
ant readies the electric defibrillator. Its electrodes 
are applied to front and rear of the ventricles by 
the operator, and a nurse or other attendant in- 
serts the explosion-proof male plug of the device 


into the wall socket. The assistant then operates 


_ the switch of the defibrillator for the surgeon and 


under his direction: one or more shocks are ap- 
plied at two-second or three-second intervals, till 
fibrillation ceases. Further manual massage may 
be needed, if the fibrillation has been converted 
into asystole, until spontaneous cardiac rhythm 
is resumed. 


Details of pharmacologic adjuncts (adrenaline, 
procaine, procaine amide, calcium chloride) and 
their use with the program outlined are authori- 
tatively written and available in the literature. 
We have had little personal experience with them 


but, by keeping them stored in the defibrillato: 
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box together with appropriate 10 cc. syringes and 
needles, we are prepared to use them when the 
inevitable need shall arise in the future. 

Based upon Mackay’s* recent work, we have 
built the electric defibrillator illustrated (Figs. 1 
and 2) at a cost of about $15 for the first one; 
replicas were cheaper to make, of course, and are 
strategically located about the critical hospital 
areas. Again, we have familiarized ourselves with 
this instrument, and are prepared to use it when 
necessary. 

The wiring circuit (Fig. 1) is simple, and any 
electrician or gadget- 
minded physician can easily build the defibrillator 
suggested by Mackay. 


competent small-town 
The one shown here was 
made to incorporate 6 interchangeable 1-ampere 
“Littelfuse” fuses as cheap, dependable timers: 
if necessary, they can be quickly thrown suc- 
cessively into the circuit, should more than one 
surge of the proper amount of electrical energy 
be needed to stop fibrillation. This increase in 
the number of readily-available fuses, together 
with the inclusion of a 1/25-watt signal light in 
the circuit, has been the only change we have 
made in following Mackay’s suggestions. Ob- 
viously, other modifications are possible. In any 
case, that writer has shown how to obtain a 
ventricular defibrillator without its involving the 
prohibitive cost of $150 to $1,000 for the timer 
element. 

It seems desirable that all small-town medical 
groups follow any suggestion that may lead to 
more effective protection for the victim of cardiac 
arrest. 

Summary 


Cardiac arrest is a threat in all medical facili- 
ties. Its management in one isolated Michigan 
community has been discussed, with emphasis 
placed upon the desirability of all physicians’ 
being prepared to treat the catastrophe in a de- 
cisive, competent manner and with universally- 
available adjuncts. The first of all the Hip- 
pocratic aphorisms’ sums up the matter best: 

“Life is short, and the Art long; the occasion fleeting, 
experience fallacious, and judgment difficult. The physi- 
cian must not only be prepared to do what is right 


himself, but also to make the patient, the attendants 
and the externals co-operate.” 


Addendum 


On November 6, 1954, the first local case of cardiac 
aivest (since preparation of this paper some five months 
earlier) occurred: about twenty minutes after starting a 
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hysterectomy, the surgeon diagnosed the complication, 
rapidly exposed the heart and found cardiac standstill 
to obtain. After four or five minutes of rhythmic manual 
compression of the ventricles, together with the injection 
of 10 cc. of 10-per cent calcium chloride into the right 


Fig. 2. Electric Ventricular Defibrillator. 


ventricle, ventricular fibrillation developed. Following 
the outline of treatment posted on the wall of the 
operating room (and mentioned in the body of this 
report, above), the electrodes of the defibrillator were 
applied to the ventricles by the operator, 10 cc. of 1- 
per cent procaine was injected into the right ventricle 
by an assistant, and one of the writers (H.F.O.) operated 
the defibrillator-switch for the surgeon. After the second 
of two electrical shocks, fibrillation ceased and normal 
cardiac rhythm returned. The patient’s condition be- 
came adequately stable to permit rapid closure of the 
chest wound, and equally-rapid completion of the hys- 
terectomy. 

Unfortunately, the patient did not regain conscious- 
ness, and was pronounced dead about twenty-five hours 
after the onset of cardiac arrest. Necropsy revealed no 
gross lesion as a cause of death, which was attributed to 
cerebral anoxia. We do not feel that the death of this 
patient detracts from the value of our planned-and- 
implemented regimen for treating cardiac arrest, and, 
admittedly on the basis of only one case, we are sure 
that the defibrillator described above works. 
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Surgical Treatment of 
Thyroid Diseases 


By Bentley P. Colcock, M.D. 
The Lahey Clinic 


Boston, Massachusetts 


S MANY of you know, the Lahey Clinic has 

been interested in the treatment of thyroid 
disease for many years. At the present time we 
have operated on approximately 31,000 patients 
with various types of thyroid pathology. I mention 
this figure not to imply that we feel we now know 
all the answers to the problems associated with 
the thyroid gland but simply to give you the ex- 
perience upon which our present treatment is 
based. It is of interest that despite all we have 
learned concerning thyroid pathology, despite 
iodine, the antithyroid drugs and _ radioactive 
iodine, surgery is still concerned with the treatment 
of almost every form of thyroid enlargement. 


Colloid Goiter 


There are two exceptions to this statement. The 
more important exception is the type of thyroid 
enlargement known as colloid or adolescent goiter. 
These young patients (usually girls of 16 or 17 
years) are often brought to the physician by their 
parents because they are nervous, irritable and 
underweight, all for no apparent reason. Then 
someone, often the school nurse, discovers that they 
have a goiter. On careful examination, these 
patients have none of the signs and symptoms of 
hyperthyroidism, their basal metabolic rate is 
normal, and they are not helped by subtotal 
thyroidectomy. The second exception, so far as 
the surgical treatment of goiter is concerned, is 
acute thyroiditis. This is a very uncommon con- 
dition which usually responds to x-ray therapy, 
thiouracil or at the present time to antibiotic 
therapy. It rarely leads to suppuration, and 
surgical intervention is seldom indicated. 


Chronic Thyroiditis 


Despite the fact that patients with chronic thy- 
roiditis have no functioning thyroid tissue to spare 
and may already show signs of a deficient produc- 
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tion of thyroid hormone, surgical intervention is 
necessary in almost every instance to rule out 
cancer. In typical Hashimoto’s struma the gland 
tends to retain its original shape and a tentative 
diagnosis can usually be made, but the hard con- 
sistency of the enlargement in all types of chronic 
thyroiditis usually makes it impossible to exclude 


carcinoma except by a biopsy. An additional 
reason for surgical intervention is the fact that 
in the later stages of thyroiditis the trachea often 
is markedly constricted at the point at which it 
is surrounded by the thyroid gland. Our practice 
in diffuse thyroiditis is to remove the isthmus. 
This will provide material for histologic confirma- 
tion of the diagnosis and also will liberate the 
trachea. By suturing the medial border of the 
sternothyroid muscle on each side over the cut 
end of each lobe, regeneration of the gland across 
the trachea can be prevented. 


Multiple Colloid Adenomatous Goiter 


Multiple colloid adenomatous goiter presents an 
indication for surgery for one or more of three 
fundamental reasons. The first of these is size. 
Except for the cases in which the multiple nodular 
gland is soft and small, the adenomatous mass 
usually produces sufficient deviation and com- 
pression of the trachea to make thyroidectomy 
advisable. It is important to remember that as 
these goiters enlarge they also descend in the 
neck. If they pass behind the sternum and 
clavicle, their outward growth is checked but their 
downward growth is accelerated. For this reason, 
a patient who has had a goiter for many years may 
state that in recent months his goiter had become 
smaller, while a roentgenogram of his trachea may 
show a very large intrathoracic extension. In any 
case in which the lower border of the gland cannot 
definitely be palpated, an anteroposterior and a 
lateral film of the trachea should be taken. Intra- 
tracheal anesthesia should be used for operation 
on all patients with intrathoracic goiters. Any 
surgeon who has attempted to deliver a_ large 
goiter from within the thorax, only to have it 
wedge tightly in the superior thoracic strait, can 
appreciate the vital necessity of having a semi- 
rigid tube in that patient’s trachea before the 
operation is begun. If such a tube is not in place 
complete occlusion of the trachea may occur at 
this stage of the operative procedure and death or 
permanent brain damage may take place within 
a few minutes. In our experience, all of these 
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intrathoracic goiters, regardless of size, can be 
removed through the usual cervical approach. As 
Dr. Lahey pointed out many years ago, as these 
adenomatous masses enlarge, degeneration and 
liquefaction occur in the central portion. If the 
goiter is too large to be brought through the 
superior thoracic strait, an incision is made into the 
adenomatous mass and the semiliquid, central con- 
tents are aspirated with suction. Bleeding is not 
a problem since these goiters carry their main 
blood supply with them in their descent into the 
thorax, and the superior and inferior thyroid 
arteries and the middle thyroid veins are ligated 
before delivery of the goiter is attempted. 

The second reason that an adenomatous goiter 
may become of surgical importance is that toxicity 
or secondary hyperthyroidism frequently develops. 
In fact, if these patients live long enough and 
their goiters are not removed, hyperthyroidism 
will develop in almost all of them. Because they 
are in the older age group, they present special 
problems to the operating surgeon. The patient 
with apathetic hyperthyroidism, with auricular 
fibrillation, or with cardiac decompensation usually 
has an adenomatous goiter and secondary hyper- 
thyroidism. It is in this group of patients that a 
fatality may occur after subtotal thyroidectomy, 
and they require special care during their pre- 
operative preparation and at the time of operation. 


The third reason that surgical intervention must 
be considered in a patient with an adenomatous 
goiter is the presence of malignant disease. Al- 
though the incidence of carcinoma in multiple 
nodular goiters is low as compared with its in- 
cidence in thyroid glands with a single nodule, 
the presence of multiple nodularity of the gland 
does not exclude malignant disease. In my last 
3 cases of cancer of the thyroid, the carcinoma 
had developed in a multiple nodular goiter. 


Discrete or Solitary Adenoma 


The discrete or solitary adenoma presents the 
same three indications for surgical intervention. A 
single nodule may reach tremendous size either 
within the neck or within the thorax. Secondary 
hyperthyroidism may be associated with a solitary 
adenoma. When we come to the third reason, the 
possible presence of malignancy, a much more 
Ominous situation exists than that associated with 
a multiple nodular goiter. Whereas the incidence 
of carcinoma in multiple nodular goiter is prob- 
ably less than 2 per cent, the incidence in thyroid 
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glands containing a single nodule is from 12 to 
25 or even 30 per cent. The difficulty in estab- 
lishing the true incidence of carcinoma in single 
nodules is related to the difficulty in determining 
preoperatively whether the nodule really is single 
or the enlargement, which feels like a single nodule, 
actually is part of a multiple colloid adenomatous 
goiter. In any event our experience has led us 
to advise the removal of any nodule that appears 
to be a single adenoma of the thyroid regardless 
of the patient’s age and regardless of the size of 
the nodule. We have seen carcinoma in a patient 
nine years of age and in a nodule less than 1 cm. 
in size. 


Carcinoma of the Thyroid 


It is difficult to state with certainty that the 
incidence of carcinoma of the thyroid is increasing. 
Certainly it is true that in many clinics, including 
our own, an increasing number of patients with 
malignancy of the thyroid is being seen. To review 
our recent experiences with carcinoma of the 
thyroid, Dr. Richard B. Cattell and I analyzed 
the clinical records of every patient with carcinoma 
of the thyroid who was seen during 1951 and 1952. 
One out of every ten patients who were operated 
upon during this two-year period for nodular 
goiter had carcinoma of the thyroid. Despite the 
fact that we have long been interested in thyroid 
disease and are aware of the frequent occurrence 
of thyroid malignancy, a clinical diagnosis was 
made in less than half of these patients. One out 
of every three patients who had what proved to be 
a true solitady adenoma had carcinoma. We be- 
lieve that the increased use of radical neck dis- 
section plus high voltage x-ray therapy has im- 
proved our end _ results thyroid 
malignancy. Thyroid cancer is a serious problem. 
Although there were no operative deaths in these 
seventy-cight patients, nine were dead of malignant 
disease less than two years after operation. 


in cases of 


Hyperthyroidism 


There are at the present time three accepted 
methods of treating patients with hyperthyroidism. 
Radioactive iodine represents another method of 
doing a subtotal thyroidectomy. Because of the 
difficulty in estimating the size of the gland by 
palpation of the neck it has been difficult to 
determine the correct dosage of radioactive iodine, 
and the incidence of myxedema has been high. 
The longer these patients have been followed the 
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lower has been the percentage of completely satis- 
factory results. It is too early to be sure whether 
or not radioactive iodine is carcinogenic. There is 
some reason to be concerned regarding mutation 
changes in the ovaries of young female patients 
with primary hyperthyroidism treated with radio- 
active iodine. For these reasons we do not regard 
it as the procedure of choice in the treatment of 
patients with hyperthyroidism except for patients 
with recurrent hyperthyroidism who have small 
thyroid remnants. Nevertheless, in properly 
selected centers where adequate facilities are 
present and where adequate precautions can be 
taken regarding its use, radioactive iodine repre- 
sents an effective method of treating patients with 
thyroid toxicity. 


The Antithyroid Drugs Alone — Although 
thiouracil and its derivatives may produce a per- 
manent remission in a patient with a small gland 
and mild toxicity, the overall percentage of re- 
missions has been so low as to make it an unsatis- 
factory definitive treatment of patients with thyroid 
toxicity. However, when radioactive iodine is not 
available and when thyroid surgery is contra- 
indicated or is not available, patients with hyper- 
thyroidism may be kept in a euthyroid state by 
the continuous administration of the drug and a 


few patients may obtain permanent remission. 


The Antithyroid Drugs plus Subtotal Thyroidec- 
tomy.—We believe that the third method of 
treating patients with hyperthyroidism, namely, the 
preparation of these patients with the antithyroid 
drugs followed by subtotal thyroidectomy is the 
treatment of choice for all patients who are a good 
or at least a reasonable operative risk. In this 
connection it should be pointed out that many 
patients whose initial condition would seem to 
contraindicate surgical intervention can, by careful 
preparation, be converted into reasonable operative 
risks. 

Following the introduction of thiouracil by Ast- 
wood some eight or nine years ago many deriva- 
tives of this drug have been used in the treatment 
of patients with hyperthyroidism. All of them are 
effective and all have associated undesirable side 
effects, the most important of which is the pro- 
duction of agranulocytosis or agranulocytic angina. 
Fatalities have been reported with all of these 
drugs. In our experience, propylthiouracil con- 
tinues to be the drug of choice. If given in 
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produced. 


sufficient dosage over a sufficient period of time 
it will bring the metabolic rate to normal in 
practically all patients with hyperthyroidism. Its 
incidence of complications and of agranulocytosis 
is in our experience the lowest of all of the drugs 
that have been developed. Since these patients are 
prepared at home under the care of their local 
physician it is important that they be carefully 
instructed regarding the possible complications that 
can arise and to report to their physician promptly. 
It is also of value to know approximately the time 
they will be ready for thyroidectomy. In cases of 
primary hyperthyroidism, a drop in the basal 
metabolic rate of approximately 1 per cent per day 
can be expected. Patients with adenomatous goiter 
and secondary hyperthyroidism require a much 
longer period of preparation; their basal metabolic 
rate decreases approximately 0.5 per cent per day. 
Thus, a patient with primary hyperthyroidism and 
an initial metabolic rate of plus 60 will be ready 
for surgery in approximately two months, whereas 
a patient with adenomatous goiter and secondary 
hyperthyroidism whose basal metabolic rate is plus 
60 would require approximately four months. 


Iodine still retains a place in the treatment of 
patients with hyperthyroidism. In an occasional 
patient with severe signs of toxicity it may be 
desirable to bring the disease under partial control 
as soon as possible. This can be done much more 
quickly with the use of iodine than with thiouracil. 
All patients are given iodine the last two weeks of 
their preparation to produce involution of the 
gland and to make the technical removal of the 
goiter an easier procedure than it would be other- 
wise. Because there is a certain degree of 
antagonism between the thiouracil drugs and 
iodine, they are not given together throughout the 
preparation of these patients. We believe it is 
also important not to continue giving the anti- 
thyroid drug to the point at which myxedema is 
Myxedematous infiltration of the 
larynx, plus preoperative narcotics, plus the edema 
associated with thyroidectomy may lead to serious 
degrees of laryngeal obstruction during the early 
postoperative period. 


Anesthesia 


In all these cases, nitrous oxide or intravenous 
pentothal is used for induction of anesthesia. We 
no longer use cyclopropane even for induction in 
patients with hyperthyroidism because of the 
danger of producing cardiac irregularities. The 
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most recent development so far as anesthesia is 
concerned in the’ surgical treatment of thyroid 
patients is the use of the curare-like drugs such 
as syncurine or anectine to facilitate the intro- 
duction of the endotracheal tube. We believe that 
all operations upon the neck are more safely car- 
ried out with endotracheal anesthesia. Until the 
last few years, a much deeper plane of anesthesia 
frequently was required to introduce the tracheal 
tube than to carry out the operative procedure. At 
the present time the muscular relaxation neces- 
sary for the introduction of the endotracheal tube, 
particularly in patients with a markedly deviated 
trachea, is obtained with anectine given with the 
pentothal for induction, and then anesthesia is 
maintained with ether. With this plan it is often 
possible to carry out the entire subtotal thyroidec- 
tomy using 1 to 1% ounces of ether. 


Operation 


With regard to the technical aspects of. thy- 
roidectomy as carried out at the Lahey Clinic, the 
most important factor is adequate exposure. The 
prethyroid muscles are divided routinely on each 
side. This permits easy access to the superior thy- 
roid artery and vein regardless of the height of the 
superior pole. After division of the middle thyroid 
veins, the thyroid gland can be rolled medially, 
the recurrent laryngeal nerve identified in each in- 
stance and the inferior thyroid artery ligated as it 
passes medialward beneath the carotid. The para- 
thyroid glands may be identified and preserved 
and a radical subtotal thyroidectomy carried out. 
We believe that adequate exposure will inevitably 
be associated with a lower morbidity and a lower 
mortality. 

Mortality 


With this type of management of patients with 
hyperthyroidism there have been five deaths in 
the last 2400 cases, a mortality of 0.2 per cent. All 
of these patients were thyrocardiacs. One died of 
coronary occlusion, one died from a cardiac arrest 
and one died from acute myocarditis. Three of 
the five had the additional burden of some degree 
of postoperative respiratory obstruction. In any 
patient who is a serious operative risk and who 
has an advanced thyrocardiac condition, a pro- 
phylactic tracheotomy at the conclusion of the sur- 
gical procedure should be seriously considered. 
These patients tolerate poorly even mild degrees 
of anoxemia. Since we have instituted this policy 
no deaths have followed subtotal thyroidectomy. 
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Complications 


Respiratory Obstruction—The most urgent and 
in some respects the most serious complication 
that may follow surgical procedures on the thyroid 
gland is the sudden onset of respiratory obstruction 
caused by severe bleeding, usually from the superi- 
or thyroid artery. If the superior thyroid 
artery is doubly ligated at the time of opera- 
tion this complication will occur infrequently. 
When it does occur, however, it requires 
prompt action. The first physician to reach 
that patient’s bedside, whether he be internist 
surgeon or obstetrician, must be prepared to 
open that patient’s neck with his fingers, and 
release the pressure on the patient’s trachea. If 
the trachea is occluded for longer than three min- 
utes, death or serious brain damage may occur. 
The bleeding can be temporarily controlled by 
pressure over a gauze pack; the patient then is re- 
turned to the operating room and the bleeding 
vessel ligated. Respiratory obstruction may occur 
from laryngeal edema. Although it is much less 
dramatic in its onset, its very insidiousness may 
make it an even greater hazard. The treatment, 
of course, is tracheotomy. We have learned from 
experience that any patient who has even mild 
degrees of laryngeal stridor must be watched very 
carefully. If it increases, a tracheotomy should be 
done promptly. Dr. Lahey used to say that the 
time to do a tracheotomy in a patient with 
laryngeal obstruction is when one first begins to 
wonder whether or not a tracheotomy is indicated. 


Myxedema.—In our experience, myxedema oc- 
curs in approximately 7 per cent of all patients 
who undergo subtotal thyroidectomy for hyper- 
thyroidism. It is permanent in approximately 5 
per cent and transient in 2 per cent. Many of 
these patients were operated upon for recurrent 
hyperthyroidism and a very radical resection of 
the thyroid remnants was deliberately performed. 
In a few cases the myxedema was attributable to 
the surgical procedure plus x-ray therapy post- 
operatively given because of the presence of malig- 
nant disease in the resected gland. All of these pa- 
tients are well at the present time and are being 
maintained on less than 2 grains of thyroid ex- 
tract daily. 


Tetany.—Tetany occurs in 2.5 per cent of pa- 
tients, transient in approximately 1.8 per cent and 
(Continued on Page 100) 
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St. Luke’s Hospital Clinico- 


Pathologic Conference 


Edited by 
J. C. Smith, M.D. 
Saginaw, Michigan 


Clinical Record 


The patient was a white man, sixty years old, who 
complained of loss of weight, and pain in the chest and 
right shoulder of six weeks’ duration. The patient had 
considered himself well, except for chronic cough which 
he attributed to smoking, until six weeks previously. At 
that time, he experienced a sharp “tearing” pain in the 
upper right chest and right shoulder during an episode 













Fig. 1. 
right thorax. 
of coughing. He then stopped smoking. The sharp 
chest pain subsided and a slight dull pain in the same 
region became constant. The pain in the right shoulder 
completely subsided but recurred approximately every 
two weeks and lasted two to three days. At these times, 
the pain was severe, constant, and radiated down the 
right arm over the distribution of the ulnar nerve. 
This pain was not associated with exertion. The cough 
had never been “brassy,” and the shoulder and chest 
pain had never been of throbbing type. During the past 
two months, there had been a 10-pound loss of weight 
although the appetite had not changed. There had been 
no dyspnea, dysphagia, increased ease of fatigue, edema 
of the ankles, hoarseness, ataxia, or visual disturbances. 

Past history revealed that a penile lesion, diagnosed 
by a physician as a chancre, had been treated by exci- 
sion approximately 20 years before. He was also treated 
at that time with one course of arsphenamine injections, 
believed to be 10 in number. Thereafter, serologic ex- 
amination of blood and spinal fluid for syphilis were 


consistently negative. The patient had previously been 
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The chest x-ray showing mediastinal mass extending into the 


a chronic alcoholic but he had not indulged excessively 
in this habit during recent years. . There was no paust 
history of migratory arthritis or rheumatic disease. 
Physical examination revealed a well nourished and 
well developed man in no acute distress. The tempera- 
ture was 98.6 degrees (F.), pulse 74, and respirations 
18. The blood pressure in both arms was 150/80 mm. 
Hg. The pupils were round and equal and the reactions 
to light and accommodation were prompt and normal. 
The neck was symmetrical. Tracheal deviation and 
pulsation of the suprasternal notch were not detected, 
The chest was large and symmetrical. A heaving pulsa- 
tion synchronous with systole was present over the upper 
portion of the right chest in the region of sternal at- 
tachment of the second, third, and fourth ribs. Percus- 
sion disclosed dullness in this region and the chest was 
elsewhere resonant. Auscultation revealed breath sounds 
to be obscured by a harsh to-and-fro systolic and diastolic 
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murmur that was loud over the entire precordium. 
Transmission to neck or axilla was not detected. The 
aortic and pulmonic second sounds were not audible. 
The apex beat was palpated in the fifth intercostal space 
at the anterior axillary line. The rhythm was regular. 
The back was not remarkable except for slight atrophy of 
the right infraspinatous muscle. The abdomen was fiat 
and no organs were palpated. The external genitalia 
were normal. The extremities were symmetrical and 
the radial pulses were equal. A Corrigan pulse was 
not detected over the femoral arteries. The tendon re- 
flexes were active and equal. Proprioception was intact 
and no pathologic reflexes were elicited. 

The urine was clear, pale yellow, acid, and of specific 
gravity 1.016. Hematologic examination revealed 15.2 
grams of hemaglobin per 100 cc. The Kahn serologic 
test for syphilis was negative. Radiographic examination 
of the chest revealed a large, oval, and smooth mass 
within the upper mediastinum on the right. Fluoroscopic 
examination revealed transmitted pulsations. Intrinsic 


pulsations were not identified. The aorta and trachea 
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were displaced slightly to the left. The esophagus was 
not deviated. The inferior margin of the mass was ad- 
jacent to the upper border of the right heart, and 
separation from the shadow of the aorta could not be 
demonstrated. Erosion of the vertebrae, sternum, or 
ribs was not detected. Focal calcification was identified 
in the arch of the aorta. The cardiac configuration was 
consistent with left ventricular hypertrophy. The lung 
fields were clear and there was paralysis of the right 
leaf of the diaphragm. 

The patient was not seen again and death occurred 
two months later. 


Discussion 


Dr. B. M. Butuincton: There are several points to 
be emphasized in this clinical record. The patient was 
a white male, sixty years old, who complained of a sharp 
tearing pain in the right upper chest that radiated down 
the right arm. There was dullness and a heaving pulsa- 
tion over the anterior right upper chest. The heart was 
enlarged, and harsh systolic and diastolic murmurs were 
heard over the precordium. The blood and urine were 
normal. There was a history of primary syphilis 20 
years before the present illness. The patient died after 
an illness of about four months duration. Before proceed- 
ing further, I would like to incorporate with these main 
clinical features the interpretation of the x-rays. 


Dr. H. T. Caumartin: The chest x-rays reveal a 
smooth, nearly round mass in the anterior mediastinum 
that projects anteriorly and to the right. (Fig. 1) The 
margin displays no lobulation or calcification. The 
posterior surface lies over the base of the heart. Origin 
from aorta cannot be made out. Fluoroscopic studies 
revealed pulsations that appeared to be _ transmitted 
rather than intrinsic. There was no erosion of ribs or 
sternum. The right diaphragm was flaccid and this was 
assumed to represent paralysis of the phrenic nerve. 


Dr. B. M. BULLINGTON: We now have in essence the 
full clinical picture. In evaluation of such a case, it is 
well to consider the common lesions first, and then 
proceed to the less common and finally to the rare. The 
last warrant detailed consideration when the common 
lesions appear unlikely or can be excluded. In this case 
the clinical record and radiographic report are consistent 
with mediastinal tumor or saccular aneurysm of the 
ascending aorta. 

Mediastinal tumor may be present for a long period 
without producing symptoms. Later, cough and dyspnea 
arise from pressure on bronchus or trachea. The 
esophagus is often displaced and the superior vena cava 
is gecasionally obstructed. Pulsations may be transmitted 
from the adjacent aorta and paralysis of the phrenic 
nerve is not uncommon. However, the margin of the 
tumor as seen in the x-rays is often lobulated, and en- 
larged lymph nodes are frequently present in the neck. 
Pain occurs late in the course, and when present, is 
usually substernal and without radiation. Pressure of 
tumor against aorta may cause a systolic murmur, but a 
diastolic murmur under these circumstances is exceed- 
ingly rare. Lastly, sudden death is unusual except with 
erosion into aorta or superior vena cava. For these 
reasons I am not inclined to select mediastinal tumor as 
the diagnosis in this case. 

I would like now to distinguish the clinical con- 
sequences of aneurysm of the ascending aorta as com- 
pared with aneurysm of the arch. Aneurysms of the 
ascending portion have space to expand and may be 
clinically silent for long periods. Enlargement takes 
place in an anterior and superior direction so that the 
chest wall may first oppose the expanding sac. However, 
cartilage resists this pressure and erosion of ribs or 
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Fig. 2. Syphilitic saccular aneurysm of ascending aorta. 


sternum is not to be expected in the region of the 
costo-sternal junctions. The first outward sign may be 
pulsation of the soft intercostal tissue. The heart may 
be displaced downward and to the left. Pressure on 
trachea, bronchus or lung may be reflected in dyspnea, 
cough, or signs of atelectasis. The condition may be 
culminated by anterior rupture through the skin with 
exsanguinating hemorrhage, or posterior rupture into the 
pericardial sac with cardiac tamponade.  Syphilitic 
aneurysms of the ascending aorta are frequently as- 
sociated with deforming disease of the aortic valve with 
insufficiency. 

In comparison, aneurysm of the aortic arch is ac- 
companied by a greater variety of symptoms, and more 
apparent signs because of proximity to important struc- 
tures. Thus, the weight of the thrombosed or blood- 
filled aneurysm beating against the underlying main 
bronchus may give rise to tracheal tug. Pressure on 
the recurrent laryngeal nerve causes a flat, “brassy” 
cough that may progress to aphonia. The trachea, 
bronchus, or portion of lung may be compressed with 
resulting dyspnea or stridor. Dysphagia signifies dis- 
placement of the esophagus. Pressure on the subclavian 
or innominate artery is apparent by inequality of blood 
pressure in the arms. Unilateral sweating of the face 
and unequal pupils indicate pressure on the cervical 
sympathetic ganglia. Aneurysms of the arch are less 
frequently accompanied by aortic valvulitis with in- 
sufficiency than by aneurysms of the ascending portion. 

Now from the x-rays it is apparent that this lesion 
affects the ascending aorta, but dysphagia, Horner’s 
syndrome, unequal blood pressure in the arms, tracheal 
tug, and brassy cough, were not part of the clinical pic- 
ture. The illness was characterized by pain, anterior 
pulsating mass, and slight cough associated with cardiac 
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St. Luke’s Clinico-Pathologic 
Conference 


Edited by 
J. C. Smith, M.D. 
Saginaw, Michigan 


Clinical Record 


The patient was a white man, a manual laborer 
fifty-nine years old, who was in good health until the 
day before admission to the hospital. At that time, he 
experienced an episode of indigestion accompanied by 
watery diarrhea and diffuse cramping pain in the ab- 
domen. No unusual type or amount of food had been 
eaten on that day. The abdominal pain persisted. The 
patient then retired and was awakened from sleep in 
the early morning hours of the next day by a severe 
pain in the lower thoracic and upper lumbar region that 
shortly thereafter extended into the interscapular area. 
This pain was followed within a short time by a sensa- 
tion of severe constriction within the chest that was 
accompanied by profuse perspiration and nausea without 
vomiting. There was also pain in both lower extremities 
that subsided and was followed by the sensations of 
numbness and tingling. The patient could not use his 
legs and had to be carried to the ambulance. Shortly 
after admission to the hospital, all abnormal sensation 
left both legs and normal function returned. 

Past history revealed that the patient had high blood 
pressure for the previous six years. Two months prior 
to admission, a partial transurethral prostatectomy had 
been performed. The specimen revealed glandular and 
stromal hyperplasia. There had been occasional or- 
thopnea and palpitation. There had been no dyspnea, 
hemoptysis, chest pain, edema, anorexia, loss of weight, 
diarrhea, constipation, or melena. 

Physical examination revealed a large man of florid 
complexion under the influence of narcotics who com- 
plained of pain of the chest and abdomen. The tem- 
perature was 98.8 degrees (F.), pulse 60, respiration 20, 
and blood pressure 240/140 mm. hg. in both arms. 
The head was not remarkable except for pupillary con- 
striction. The trachea was displaced slightly to the right. 
There was no distension or pulsation of the neck veins. 
The lungs were clear to auscultation and percussion. The 
diaphragm was high and the heart was displaced in a 
cephalad direction. The left border of cardiac dullness 
was at the anterior axillary line and the apical impulse 
was in the third intercostal space in midclavicular line. 
The rhythm was regular and there was a systolic murmur 
over the base just below the medial aspect of the left 
clavicle that was transmitted to the interscapular region. 
The abdomen was resistant to palpation and tenderness 
was not elicited. The spleen and liver were not palpable. 
Normal bowel sounds were audible by auscultation of 
the abdomen. Rectal examination was not remarkable. 
The femoral, popliteal, and dorsalis pedis pulses were 
full and equal to palpation. 

The urine was pale yellow, clear, acid, and of specific 
gravity 1.010. There was one plus proteinuria, no re- 
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ducing or acetone substances, and the sediment disclosed 
5 to 8 erythrocytes per high power field. Hematologic 
examination revealed 13.6 grams of hemoglobin per 100 
cc. There were 4.1 million erythrocytes and 15,200 
leukocytes per cu. mm. Differential count of 100 cells 
revealed 85 segmented granulocytes and 15 lymphocytes, 
The Kahn serologic test for syphilis was negative. The 
serum calcium was 3.1 mEq. per liter (normal, 4.7 to 
5.5). On the day after admission, the serum amylase 
was 64 units, and two days later was 16 units. (normal 
0-32) The fasting blood sugar was 90 mg. per 100 ce. 
On the sixth hospital day, the icteric index was 25 units. 
X-ray examination of the chest and abdomen revealed 
clear lung fields, cardiac size at upper normal limit 
with configuration of left ventricular hypertrophy, slight 
widening of the aortic shadow, and equivocal splenic 
enlargement. An electrocardiogram on the day of ad- 
mission was normal. On the following day, the electro- 
cardiogram revealed auricular fibrillation with rapid, 
irregular ventricular response. There was also evidence 
of left ventricular hypertrophy. No changes suggestive 
of infarction of the myocardium were seen. 

Pain in the abdomen and chest, and a sensation of 
pressure in the chest persisted. On the third hospital 
day, the blood pressure was 180/100 mm. Hg. and the 
murmur over the base of the heart had disappeared. On 
the 4th day in the hospital, hematologic examination 
revealed 13.7 grams of hemoglobin per 100 cc. There 
were 4.4 million erythrocytes and 17,400 leukocytes per 
cu. mm. Differential count revealed slight increase in 
the segmented granulocytes. The abdominal pain be- 
came severe and constant. A soft, brown stool was 
passed on the sixth day. The hospital course was 
characterized by pronounced restlessness and marked ap- 
prehension. The temperature did not exceed 100.6 
degrees (F.). After nine days in the hospital, a state of 
shock developed and the patient died. 


Discussion 


Dr. R. F. Powers: The historical data and physical 
signs as well as the information from the Laboratory 
indicate that the lesion is of serious nature and wide 
distribution. I may say at the outset that this whole 
clinical record is characteristic of dissecting aneurysm 
of the aorta and I want to comment on that first. This 
patient was fifty-nine years old and he has had pro- 
nounced hypertension for six years. We know that 
hypertension is seen frequently in cases of dissecting 
aneurysm and that this condition usually occurs in the 


‘ twenty-year period after the age of forty years. The 


onset was sudden and occurred at bed rest with severe 
pain beginning in the lower thoracic and upper lumbar 
region that soon extended into the interscapular area 
above and to the legs below. This pain arises from the 
shearing-off or the dissection into the aortic tributaries, 
and the sudden onset with extension in both directions 
is characteristic. It is also typical that the severe pain 
persists, and we note that the patient continued to 
complain of pain even after the injection of narcotics. 
With this basic lesion in mind, it is not difficult to 
account for a variety of signs and symptoms. Proximal 
extension may reach the aortic outlet so that the valve 
cusps are distorted and a murmur arises. Separation of 
the aortic layers in the ascending portion may widen 
the aorta and displace the trachea. Tearing of the 
intercostal arteries may give rise to the sensations of 
pain and pressure in the chest. Extra-lumenal compres- 
sion of the superior mesenteric artery impedes the func- 
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tion of the intestine, and this patient complained of 
abdominal pain and diarrhea followed by absence of 
bowel movements for several days. Dissection into the 
celiac axis may extend to the pancreas with back pain, 
and to the hepatic artery with discomfort in the right 
upper quadrant. Similar compression of the renal ar- 
teries may result in hematuria, anuria, and uremia. When 
the intercostal and lumbar vessels are both torn away 
from the aorta, the spinal cord may be deprived of 
oxygenated blood and neurologic complaints, often 
manifest in the legs, may become evident. As dissection 
proceeds distalward, compression of the iliac or femoral 
arteries often leads to decreased or absent pulsations in 
the distal portions of the lower extremities. The total 
aspect of this illness is so characteristic of dissecting 
aneurysm that I am not deterred from making the diag- 
nosis even though the arterial pulsations in the feet were 
normal. This may be interpreted to mean that the 
dissection in the groin was not sufficient to significantly 
compress those large vessels, and the full thrust was de- 
livered with each systolic beat. 

Toward the end of the hospital course the serum 
revealed an icterus index of 25 units. This may result 
from hemorrhage about the porta hepatis with compres- 
sion of the biliary channels, but is more likely due to 
absorption of the blood pigment from the many sites of 
hemorrhage. 

After an illness of ten days’ duration, during which 
there was persistent pain accompanied by restlessness 
and apprehension, the patient developed a state of shock 
and died. Death in dissecting aortic aneurysm is  fre- 
quently the result of rupture into one of the serous 
cavities with massive hemorrhage. The quiet nature of 
the terminal episode leads me to believe that this may 
have occurred. We have no evidence of sudden hemo- 
pericardium with small quiet heart and reduced pulse 
pressure, so that the pleural space or the peritoneum are 
more likely sites. 

Convinced as I am that this is a case of dissecting 
aortic aneurysm, it is still prudent to consider other 
diagnoses. These include coronary thrombosis, mesen- 
teric artery thrombosis, perforated gastric ulcer, and 
acute pancreatitis. With thrombosis of a main coronary 
artery, the onset frequently occurs during or shortly 
after exertion, or after the ingestion of a heavy meal. 
Ordinarily, a state of profound shock, accompanied by 
cyanosis quickly ensues. Furthermore, the distribution 
of pain is often characteristic and is usually of much 
more limited distribution. Lastly, the normal electro- 
cardiogram on two occasions is substantial evidence 
against this diagnosis. Mesenteric artery thrombosis is 
also accompanied by shock and a more localized pain. 
Of more importance, however, is the cessation of peri- 
staltic activity. This patient passed a stool of normal 
appearance after 6 days in the hospital. With perfora- 
tion of a gastric ulcer, there is diffuse peritonitis with 
extreme tenderness and rigidity of the entire abdomen. 
In this case these were not seen. Acute pancreatitis 
often begins with pain in the midepigastrium that ex- 
tends throughout the abdomen as the enzymes corrode 
the peritoneum. The slight and temporary elevation 
of the serum amylase in this case lends no support to 
the diagnosis. I thus discard these possibilities as un- 
likely, and rest with the clinical diagnosis of dissecting 
aneurysm of the aorta, probably extending from the 
upper thoracic portion to the iliac bifurcation, and 
terminating in massive hemorrhage into pleura or 
peritoneum. 


Vistror: Was there radiographic evidence of calcifica- 
tion of the aorta indicating-advanced arteriosclerosis? 


Dr. H. T. CauMartTIN: Calcification of the aorta was 
not seen. 


Doctor Power’s Diagnosis 


_ Dissecting aneurysm of aorta with terminal hemorrhage 
into pleura or peritoneum. 
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Anatomic Diagnoses 


Dissecting aneurysm of aorta with thoracic intimal 
perforation and dissection into the hepatic, pancreatic, 
superior mesenteric, right renal, and right and left com- 
mon iliac arteries. 

Recent intraperitoneal hemorrhage (1,220 cc.). 


Dr. J. C. SmirnH: The aorta revealed a dissecting 
aneurysm beginning with a short transverse intimal 
laceration in the region of the isthmus that extended 
to the proximal portions of both common iliac arteries. 
There was extensive hemorrhage about the porta hepatis 
and within the retroperitoneal tissues. The immediate 
cause of death was recent massive hemorrhage into the 
peritoneum. , 

It is to be emphasized that dissecting aneurysm is 
the result of a cystic necrosis of the outer media into 
which the intimal tear permits the forceful projection of 
blood with extending separation of the aortic layers. 
For this reason, dissecting aneurysm is rare in cases of 
advanced arteriosclerosis or in syphilitic meso-aortitis, for 
in both of these conditions, the fibrous connective tissue 
seals the layers of the aortic wall tightly together. 





CLINICO-PATHOLOGIC CONFERENCE 
(Continued from Page 80) 


enlargement and the murmurs of aortic insufficiency. 
From this brief review, it is apparent that these clinical 
features are characteristic of aneurysm of the ascending 
aorta. The position of the aneurysm, its saccular shape, 
and the evidence of aortic valve disease strongly sug- 
gest that syphilis is the cause. The negative serology, is 
not a strong deterrant, as a significant portion, varying 
in reports from 10 to 30 per cent of patients with 
tertiary cardiovascular syphilis, are known to have nega- 
tive Wassermann and Kahn tests. Therefore, I make the 
diagnosis of syphilitic saccular aneurysm of the ascend- 
ing aorta. 


Doctor Bullington’s Diagnosis 


Syphilitic saccular aneurysm of the ascending aorta. 
Anatomic Diagnoses 


Syphilitic saccular aneurysm of ascending aorta with 
rupture into lung and right pleural space. 

Hemothorax, right. 

Syphilitic aortic valvulitis with insufficiency. 

Hypertrophy and dilatation of heart (490 grams). 

Syphilitic mesoaortitis. 


Dr. J. C. SmirH: Autopsy examination revealed a 
large saccular aneurysm extending from the right antero- 
lateral portion of the ascending aorta into the right 
mediastinum and upper thorax (Fig. 2). Hemothorax 
and extensive recent hemorrhage within the lung were 
the result of recent rupture. Impingement of the aneu- 
rysm onto the dome of the right pleural space with pres- 
sure on the brachial plexus is assumed to be the cause 
of the arm pain of ulnar distribution and the atrophy 
of infraspinatous muscle. The aortic ring was dilated 
and the aortic cusps revealed thickening, retraction, out- 
ward rolling of the free borders, and separation of the 
commissures. These changes, characteristic of syphilitic 
aortic valvulitis with insufficiency, were reflected an- 
atomically by hypertrophy of the myocardium, and clin- 
ically by harsh systolic and Uiastolic murmurs. The por- 
tions of aorta not affected by aneurysm revealed slight 
arteriosclerosis and fine longitudinal and stellate wrinkling 
of the intima. Sections of aorta treated with the Ver- 
hoeff stain revealed disruption of elastic fibers, increased 
vascularity, and chronic inflammation of the media and 
adventitia. The diagnoses of syphilitic mesoaortitis with 
aortic valvulitis and insufficiency, and saccular syphilitic 
aneurysm with recent rupture were thus established. 
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THE JOB IS STRICTLY OURS 


T ITS 1954 session, the MSMS House of 

Delegates endorsed a continuing Periodic 
Health Appraisal Program and urged that each 
delegate by personal leadership enthusiastically 
forward the program among his patients, his col- 
leagues, and himself. This program emphasizes 
total disease detection by the family physician 
rather than the piece-meal approach for indi- 
vidual diseases. 

The current attention to periodic health ap- 
praisals is a rekindling of interest in a subject 
which has previously received consideration by 
MSMS. Interest was renewed in 1951 when the 
Michigan Heart Association proposed implemen- 
tation of such a program in order to avoid spot- 
lighting various disease entities, but to focus on 
total disease detection. A committee of MSMS 
has worked with the Michigan Health Council 
and with many of the health agencies trying to 
implement the program and focus attention upon 
it. 

In recent years, various voluntary health agen- 
cies have been bombarding the public with advice 
to be checked for the particular disease whose 
banner they carry. This has been helpful in case- 
finding of certain diseases but leaves much to be 
desired because of the unwarranted assurance gen- 
erated by incomplete examinations. Doctors know 
that only a complete personally recounted history 
and a careful physical examination, supplemented 
by necessary laboratory tests, constitute an ade- 
quate health check-up—periodic health appraisal. 
It is our conviction that these health appraisals are 
best done by the individual physician in his office; 
that this is superior to multiphasic screening ex- 
aminations with their battery of tests but their lack 
of complete physical examination; superior also 
to the self-answered history forms which eliminate 
the all-important personal contact between patient 
and doctor and make the appraisal a production 
line procedure. 


It is incumbent upon each of us to be prepared 
to give our patients this personal health appraisal 
and to explain clearly the findings and their mean- 
ing. The day is past when the patient could be 
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dismissed by telling him that there was nothing 
wrong and please not to waste the doctor’s time, 
Ill or well, he deserves a thorough study both in 
the interests of treatment and prevention. And 
that job is strictly ours. 


FEDERAL LEGISLATION 


Reinsurance 


HE PRESIDENT and his Secretary of Health, 

Education and Welfare have repeatedly an- 
nounced their intention of asking Congress to pass 
several bills during the coming session. The most 
important one, especially to the Medical Profes- 
sion, might be the “reinsurance” measure. In his 
“State of the Union” message last January, and 
many times since, he has stated the purpose of 
the “reinsurance” bill is to allow experimentation 
and study of new and quicker methods to provide 
health insurance for many more people who can- 
not now cheaply purchase insurance. 


“Reinsurance” is proposed to allow a company, 
association or plan to attempt coverage where 
there was no actuarial knowledge for the rate 
structure. The Government might act as a “re- 
insurance agent” and spread the costs. We be- 
lieve the President has been sold a term which he 
does not understand. Actual “reinsurance” spreads 
the risk so thin that no one is hurt. But the scheme 
proposed last year was not such a program. 


Another scheme was to make health and _hos- 
pital insurance available to “millions, who could 


_ not now acquire insurance.” Our objection is that 


if these millions are not able to buy insurance 
now, under our liberal terms, they would not be 
able to afford insurance at any time without a 
subsidy. The medical profession is firmly and 
completely opposed to a “subsidy.” Did not the 
Supreme Court issue an opinion that whatever 
the government subsidizes, it may control? If 
the government ever subsidizes one of our non- 
profit health insurance plans, the way is opened 
for Government to move in and dominate the 
practice of medicine by regulations. Our govern- 
ment is now and for a long time has been govern- 
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“Whats New, Uoctor, That You Can Use!’ 


One of the prime purposes of the organization of our State 
Medical Society, is “to maintain a program of scientific 
education for the members of the Society, keyed to the con- 
stantly developing discoveries in the field of medicine.” By- 
Laws Article 1, Sec. 4. 

The Michigan Clinical Institute which meets in March, in 
Detroit, brings to you a great opportunity. 

Here will be presented New Ideas for You and New 
Techniques, too. 

Don’t miss this opvortunity, at your door step, to keep 
abreast of the new and practical advances in scientific medi- 
cine. Just one idea which you can take home to help you in 
some problem case makes the effort worth while. Try it and 
be convinced. 

You will get New Thoughts that Pay. Your patients will 
spare you the time away from home and be proud of their 
Doctor who is keeping abreast of medical advancement. 

At this meeting, your State Society will extend its con- 
gratulations to those who have attained national recognition 
by their election to office in their National Societies. We 
all can bask in their reflected glory. 

And finally, you renew old friendships, and gain new 
friends, who throughout life give that spice to living that we 
all cherish. 

To the young men of our profession, and the experienced 
men too, don’t think you can’t afford to go. You can’t afford 
to stay away! Keep abreast of what’s new. At the MCI you 
will surely find ideas and techniques that you can use. 


Kertut? lake, 


President, Michigan State Medical Society 
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ing by regulation. Many departmental regulations 
have the full effect of law. 

Our non-profit voluntary plans are working sat- 
isfactorily, carrying their own reinsurance when 
needed, expanding rapidly, and do not need the 
proposed scheme. 

Until we see the new bill and find some changes 
from what was offered to the 83rd Congress, we 
must oppose that measure. The primary reason 
for opposition is: the measure is not needed. The 
insurance companies and our non-profit voluntary 
plans are able to carry their own reinsurance when 
they need it. Reinsurance in the field of health 
and welfare is not new. It has been successfully 
operating for over two decades. We mean real 
“reinsurance,” not what Chairman Wolverton 
dreamed up and offered to us. True “reinsurance” 
would not make uninsurable risks insurable. A 
subsidy could reduce the costs of insurance, or 
stimulate the unwilling buyer to insure. 

We believe the suggested legislation completely 
missed the very objective made by the President. 
He wished to make our health service plans avail- 
able to the unemployed, indigent, or medically 
indigent who cannot now buy insurance. In other 
words he wished to insure the improvident. He 
stated he did not believe in “socialized medicine” 
and hoped to find a way to care for vast numbers 
of people who are not now insured. He felt those 
who wished to buy and are able are not a problem 
for the Federal or State government. 

We have suggested many times (and do so 
again) that the Government—if in earnest, might 
—by legislative action revoke the “subsidy clause,” 
and make these dependents of local government 
the possible beneficiaries of such a scheme as 
now in operation for the Veterans Bureau. A pre- 
paid or postpaid program could be worked out 
by the responsible agencies and voluntary health 
plans similar to what was done ten years ago for 
the veterans. The Federal and state governments 
make appropriations for food, clothing, shelter, and 
medical care of the indigent or dependent wards 
of the state. These care programs run into great 
sums of money and the medical care provided is 
quite insufficient, and very poorly paid for. 
The veterans’ care is adequate and adequately 
paid for. The same could be done for the Gov- 
ernment’s dependent people. All it needs is 
VISION and co-operation. 
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FEDERAL LEGISLATION 


Health Insurance for Government Employes 


te! the 83rd Congress, a bill was intro- 
duced providing health insurance for the 
Civil Service employes. The measure met with 
unqualified endorsement and might have passed 
if introduced sooner. Another such bill will with- 
out doubt be introduced early in 1955. The plan 
presented would obligate the government to 
match funds built by payroll deductions for the 
individual’s insurance up to $26 per year for each 
employe. The insured would also be allowed to 
insure his dependents without government help. 


The administration is so sure this measure will 
be adopted that a committee has been studying 
plans and policies to be recommended. Confer- 
ences have been held with insurance companies, 
with Blue Cross and Blue Shield, and with “group 
prepayment organizations.” Proposals have been 
considered to make the plans over-all, state-wide 
or local. Insurance companies, by their nature, are 
able to do either. Blue Cross and Blue Shield 
can easily make plans for the areas of their in- 
dependent coverage. These plans are handicapped 
by a complete lack of uniformity. They have been 
working to that end for several years, but central 
leadership has been inadequate. We believe how- 
ever they are in the best situation to render the 
service the government wishes for its 2,200,000 em- 
ployes. 

“Group prepayment organizations” have not 
been identified. They could be groups like “Ross- 
Loose,” “Permanente,” or any salaried doctor em- 
ploye organization. These are corporations prac- 
ticing medicine, illegal in Michigan. One of the 
amendments to the Hill-Burton bills just passed 
allows the Government to loan money for con- 
struction of “clinics,” convalescent homes, or 
nursing homes, if 40 per cent of the service ren- 
dered in the clinics is prepaid. Some organization 
might seize the opportunity and contract to care 
for large groups of Civil Service employes in con- 
centrated areas. They could borrow from the 
Government money to build their structures, hire 
doctors, and be in the complete unhindered per- 
fectly legal practice of “socialized medicine”! 
While we favor the proposed service to govern- 
ment employes, we feel the scheme should be 
limited to outright insurance and the private prac- 
tice of medicine for the best interests of the patient. 
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PRIVATE PENSIONS— 
REID-KEOQUGH-JENKINS 


E FEARED the old age and survival insur- 

ance program would prevent the medical 

and other professions from securing legislation like 

the Reid-Keough-Jenkins _ bills. 

build retirement plans for its salaried personnel 

charging to costs of business and making the 

amount tax-free until it becomes an annuity. Why 
not give the professions the same rights? 

Vast sums are also being set aside tax-free by 


Industry may 


most industries in a method of providing retire- 
ment pay in later years, and being reported as 
business expense in order to escape the high in- 
come taxes which the employe would have to pay 
if his employer paid him more salary and expected 
him to plan his own endowment. With taxes now 
in force, a man would have to pay through his 
employer and himself, approximately 80 per cent 
or more to the Government and would have 
nothing left to build his own annuity. The pro- 
fessions are in just that predicament. They simply 
ask that they be allowed to invest in their own 
endowment insurance before taxes, the same as 
industry. 

We have been talking this proposed legislation 
for over ten years. WE BELIEVE IT IS JUST, 
and will ultimately come. We have been told the 
Treasury Department is now studying such a plan. 
Let us hope and pray—and work for this needed 
legislation (while we’re praying) by writing our 





U. S. Senators and Congressmen. 


VETERANS’ AFFAIRS 


+ am of the most pronounced attributes of the 

average American is his proclivity of “join- 
ing” almost any group which has an active or- 
ganizer and an appeal to his sensitivities. Medical 
men seem to be conformists. There are innumer- 
able medical organizations, each one claiming over- 
lapping membership. We have all specialties and 
all areas represented in formal societies or associa- 
tions. 

The Military is another large group that has 
formed various local, state and national veterans’ 
organizations, quite representative of the groups. 
Never have all eligible persons joined. 

The old Grand Army of the Republic is now 
a memory only, but in its time claimed a tremen- 


dous membership. The United Spanish War Vet- 


erans were next. Then came the first World War 


January, 1955 


EDITORIAL 


and its veterans’ organizations: the American 
Legion, the Disabled American Veterans, the Vet- 
erans of Foreign Wars. The last started after or 
during the Spanish War but extended rapidly after 
the first World War. 

Following the second World War, the American 
Legion accepted the new veterans and grew enor- 
mously, also the Veterans of Foreign Wars, the 
Amvets and the DAV. These constitute most of 
the veteran’s organizations. All wish members, 
and all attempt to lobby for their members in 
matters of mutual interest. All strive for benefits 
which they consider are their due. 

Many years ago, the Editor urged our medical 
society members to join these veterans’ societies 
and attend enough meetings to become known to 
the membership. We dreamed that many health 
and medical welfare problems would arise, and 
our counsel would be required, were we known 
and respected as fellow members. This advice 
still holds and a much larger percentage of our 
members are veterans. We do not know the figure, 
but believe it to be almost 70 per cent. 

Veterans’ affairs and veterans’ ambitions are 
becoming of increasing vital import to the Nation. 
Congress is always alert to the veteran and has 
been for at least seventy-five years. At the present 
time, it is even more veteran-conscious, there being 
about 22,000,000 veterans. Congress necessarily 
must listen. Veterans and their dependents com- 
prise almost 50 per cent of our present registered 
voters. 

We owe the veteran a much closer contact, 
which could be well discharged by becoming mem- 
bers of the veterans’ organizations. The veterans 
are probably the largest and most interested 
“health-conscious” group. Guided legislation should 
be most advantageous to both the users and the 
dispensers of all health services. Co-operation, mu- 
tual understanding, and respectful joint planning 
could solve many problems. 


YOUR OFFICERS 


NEW YEAR iis starting, new projects are 

being considered, and old business is being 
concluded or continued. When this time of year 
comes, we always reminisce. During the year— 
during the many years—we have marveled at the 
devotion and unstinted time and effort given to 
every problem of the medical profession by its 
elected officers. 
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The members of the society rarely stop their 
many and varied interests to ponder why they 
have such privileges and opportunities. There 
are now, and have been for years, groups which 
are certainly not friendly to our profession. Some 
have tried to regiment us, others have sought to 
discredit our honesty and integrity. These and 
other problems have been the constant considera- 
tion of your officers in their many conferences in- 
volving long distances of travel, long hours of 
deliberation, and carefully considered decisions. 


We refer to members of the House of Delegates, 
a group representing every county and district of 
the state, who meet for two and sometimes three 
days just before our Annual Session. They have 
three sessions a day with the reference committees 
far into the night. Members of the society are 
always invited and welcome to attend. Such at- 
tendance could be useful to our members who 
would see and appreciate the responsibility and 
efforts necessary for a smooth-running medical 
profession, 


The Council has three stated-meetings a year, 
which every member attends. Three to four days 
are spent in meetings held in January, July, and 
September—all day and far into the night. Every 
committee report, every officer report, every reso- 
lution or problem before the profession is studied 
in detail, carefully considered and action taken 
which states the official position of the Michigan 
State Medical Society. 


The Executive Committee of The Council, with 
certain other officers, meets the other nine months 
of the year. It convenes at 10:00 or 11:00 o’clock 
in the morning and is in continuous session, with 
time out for meals, frequently until 11:00 o’clock 
at night. These meetings usually involve a group 
of fifteen members and officers, plus certain guests 
who must consult and report: The State Health 
Commission, the Delegates and Alternates to the 
AMA, the chairmen and executive officers of 
various special or standing committees. In addi- 
tion, each Councilor has his local contacts and 
frequent duties in other parts of the state. 


The officers — President, President-Elect and 
Secretary—have untold extra duties and contacts 
involving much travel, many speeches and un- 
counted days away from their own work. 


We owe our officers our thanks and gratitude 
for freely given devotion. 
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DEANS’ PANEL 


B Y RESOLUTION, the Michigan State Medi- 
cal Society House of Delegates asked for a 
panel discussion by the Deans of the two Michigan 
Medical Schools. It will be held Monday, Sep- 
tember 26, 1955, at our Annual Session in Grand 
Rapids, so that members of the society may be- 
come better informed about the program, ambitions 
and prospects of our medical education facilities. 
We anticipate the value to our membership may 
not only be very revealing but very challenging. 
So far as we can find, no such program has been 
projected before. It could be of much advantage 
to our membership and to our medical schools. 
Medical education is most expensive, far- 
reaching, and involves co-operation and aid from 
many sources. It is estimated that about $10,000,- 
000 a year is now needed in addition to the funds 
in sight. For several years, our doctors have been 
making contributions, but not enough. At the 
AMA meeting in Miami, it was estimated that 
if every doctor would give $30 a year, the fi- 
nancing of medical education would be assured. 
The Dean’s panel is not for financial or solicit- 
ing purposes. We merely mention that item to 
help the ever-present effort to maintain medical 
education as a non-bureaucrat-dominated field. 
We know this panel will be replete with good 
results. Every member is invited to attend. 


BLUE CROSS 


ICHIGAN Hospital Service announces an in- 
crease in premium rates to take effect in 
February, 1955, of about 16.5 per cent. The 
income from premiums has not kept pace with 
the increased costs of hospital care. Much has 
been said and much has been written to account 


for the condition. The doctors have been blamed 


for keeping their patients in the hospital too long 
or for ordering too many to go to the hospital 
for unnecessary services. The subscriber has not 
been given too much blame, but must be charged 
with undue pressure to be hospitalized when it is 
more convenient, regardless of the costs. He acts 
as if he were getting something free. The hospital 
administrations have not been guiltless; they have 
wanted their services used to the maximum Ca- 
pacity. 

There is another item accounting for increased 

(Continued on Page 126) 
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«¢ Y OUNG Man of the Year,” a title carrying 

and commanding community respect, was 
recently bestowed on an enterprising doctor in 
Savannah, Georgia, by the Junior Chamber of 
Commerce. The activity that won him this dis- 
tinction and the praise of his fellow citizens was 
his energetic work as a leader in the local heart 
association. 

This honor is typical of the heightened public 
gratitude being earned by many physicians in all 
parts of the country who are finding, through their 
community heart associations, a new way of “min- 
istering” to the needs of the people. The profes- 
sion as a whole is thereby gaining new stature. In 
the words of one public-spirited physician, this 
surge of enlightened activity provides a strong 
bulwark against the advocates of state control of 
private medical practice. 

Pursuing a traditionally American and demo- 
cratic course of dealing with challenging social 
problems, more and more physicians in all parts 
of the nation are finding that the voluntary health 
association in general, and the local heart associa- 
tion in particular, can offer a positive, constructive 
answer to many of the threats facing the medical 
profession today. Forward-looking physicians are 
winning and holding new and valuable friends 
through practical deeds executed as part of the 
community team and in the spirit of partnership 
with the lay public that is the essence of heart 
association work. 

In an explanation of how the voluntary health 
association fits into the pattern of American democ- 
racy, some significant comments have been made 
by Dr. W. P. Shepard, vice president in the Health 
and Welfare Division of the Metropolitan Life 
Insurance Company, San Francisco, and clinical 


Reprinted by special permission from GP; Vol. 5, 
o. 2, published by the American Academy of General 
ractice. 
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What the Heart Association Does for the 
Practicing Physician 


By Howard B. Sprague, M.D. 


Brookline, Massachusetts 


Past President, American Heart Association 


professor of Public Health and Preventive Medi- 
cine, Stanford University School of Medicine. Dr. 
Shepard asserts: 


“Service to and education of the public through volun- 
tary health agencies are, in fact, our best answer to any 
demand for free medical care administered by the gov- 
ernment. They are a bulwark against the mounting 
clamor for free medical care at government expense. 
When supported and led by physicians, they are a mani- 
fest of our sincere concern with the health of the public 
—proof positive of our success in giving the public the 
world’s finest health care. Moreover, they keep us in 
touch with public opinion.” ' 


As voluntary health agencies, the American 
Heart Association, its fifty-five state and regional 
affiliates, and the present 253 chapters, under their 
jurisdiction, are following a well-established pat- 
tern of co-operation with the medical profession. 
By participating in his community heart associa- 
tion, the doctor is extending the role of counselor 
and guide, for which the individual patient in 
office or clinic has come to respect him. The local 
heart association offers the physician a medium 
for truly displaying his leadership and active con- 
cern for bettering the health of the community. 

A major heart association goal is, through team- 
work and community organization, to increase the 
effectiveness of the physician-patient relationship 
and so reduce death and disability from cardio- 
vascular diseases. This is a clear demonstration 
of private initiative, acting on an organized com- 
munity basis to deal with the most pressing physi- 
cal health problem facing the nation today. 

Incorporation in 1924 as a purely scientific body 
of physicians, the American Heart Association was 
converted into a voluntary health agency in 1948 
because its farsighted medical members were con- 
vinced the time had come for taking a broad 
community approach to the cardiovascular dis- 
eases. Only by opening the door to lay participa- 
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tion and the development of a vigorous national 
service program could it be possible to deal effec- 
tively with heart and blood vessel disorders on the 
vast scale dictated by the death and disability 
figures. These physicians realized that the new 
approach meant simply the broadening of the 
doctor-patient relationship to one involving the 
service team, which includes the doctor as the cap- 
tain, in relation to the community as a whole. 

The growth and development of local affiliated 
heart associations, in the last few years, likewise 
came about in response to the mounting aware- 
ness of the medical profession, as well as the 
general public, of the seriousness of the cardio- 
vascular diseases. It was recognized that heart 
disease cannot be dealt with in one dimension 
alone, or by the physician singlehanded. Organized 
voluntary action is required to provide and co- 
ordinate the many, varied, and costly resources 
needed for a three-fold attack on the problem. 

The program requires, above all, scientific re- 
search to uncover new knowledge, the relaying of 
information to the public as well as to physicians 
and other professional groups through educational 
programs, and the development of community 
services for the heart patient. 

With such voluntary organization well under 
way, it is now possible to provide more adequate 
finances to stimulate a great expansion in the total 
national program of research which is clearly 
indicated by the mortality figures. The research 
program of the American Heart Association is its 
foremost consideration, since this area of activity 
can provide the practicing physician with the most 
valuable type of assistance—new methods of diag- 
nosis, control and treatment, and possible keys to 
cure and prevention. In addition to the national 
research program of the Association, the affiliated 
heart associations throughout the country support 
local studies where facilities are available. Thanks 
also to the development of local heart associations, 
it is now possible to provide the machinery for 
supplementing the efforts of physicians in applying 
present knowledge for better management of heart 
patients through the effective utilization of all 
community resources. 


General Practitioner as the Key 
In almost every case it has been the physician 
who has initiated action, or around whom the com- 
munity forces have rallied, in setting up local 
groups for the development of a health program to 
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deal with cardiovascular disease. Where the initia- 
tive has arisen from a group of alerted citizens, 
whether professional or lay people, it has becn 
thoroughly understood that “the general pracii- 
tioner is the key individual in the total program for 
cardiovascular disease.” Acknowledgment of that 
fact is prominently inscribed in the Proceedings of 
the First National Conference on Cardiovascular 
Diseases, held in Washington in 1950 under the 
joint auspices of the American Heart Association 
and the National Heart Institute of the Public 
Health Service. Among the conclusions written 
into the record were the following “basic considera- 
tions,” described as common to all aspects of a 
program for cardiovascular disease: 


“In considering the treatment and management of the 
patient with cardiovascular disease, it must be recognized 
that such disease is frequently long in duration, and is 
accompanied by emotional and social problems of the 
patient and his family. To meet these total needs of the 
patient, the co-ordinated effort of the general physician, 
cardiologist, psychiatrist, pediatrician, other specialists, 
nurse, social worker, nutritionist, occupational therapist, 
rehabilitation worker, and other health workers is essen- 
tial.” 


In these words were reflected the realization 
that cardiovascular disorders, numbering a score 
or more, account for a substantial proportion of 
the cases which come before the general practi- 
tioner. The immensity and scope of the problems 
involved, the chronic nature of the disease pattern, 
the far-reaching economic, family, social, and psy- 
chologic effects, make it difficult for any physician, 
no matter how skilled in diagnosis and treatment, 
to undertake singlehanded the total program of 
management and control that is required for many 
patients, especially those with rheumatic heart 
disease starting in childhood. 


After the patient leaves the doctor’s office, 


-armed with prescriptions and advice, a number of 


“complications” can set in, to which the physician’s 
medical knowledge does not apply. For example, 
the doctor may bring a man safely through a heart 
attack, but it would be difficult for him to see that 
his patient is returned to useful and appropriate 
work instead of becoming a public charge and a 
burden on the taxpayer. The physician who spe- 
cializes in physical ailments is not necessarily 
equipped to deal with the emotional adjustments 
the patient may have to make to a changed way of 
life required by his heart limitations. Socially, in 
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his circle of friends or as a citizen of the com- 
munity, restricted activity may, in some cases, 
require drastic changes in the patient’s mode of 
living. 

All of these factors, and many more, are not 
only beyond the normal call of duty for the physi- 
cian, but they are beyond the limits of his time and 
energy, even if he wished to handle them. Through 
the development of local heart association, how- 
ever, the aim is to help the physician avail him- 
self of the varied community services that specialize 
in all of these aspects of total patient care. 


The Program Guide 


To assist local heart associations in the develop- 
ment of the most useful activities and services, the 
American Heart Association has developed a Pro- 
gram Guide. To a greater or lesser degree, depend- 
ing upon the extent of their organization and the 
needs of a particular community, affiliates are 
moving rapidly ahead along the indicated lines. 
The very first step in the development of a com- 
munity program by a newly-established heart asso- 
ciation is usually a fact-finding survey to deter- 
mine the available resources and services in the 
community. 

After determining the existence and extent of 
these services and facilities, the heart association 
applies itself to the task of assisting in their co- 
ordination for maximum effectiveness to patient 
and doctor. The primary aim is to avoid over- 
lapping and duplication of such services, to help 
strengthen the agencies involved, and to stimu- 
late and help plan the creation of necessary new 
services where they do not exist at present. 

The growing awareness of the value of the Work 
Classification Unit is a part of a larger developing 
program activity aimed at overcoming existing 
restrictions and prejudices to enable cardiac work- 
ers to find employment, and to retain or find more 
suitable jobs for workers who develop cardiovas- 
cular disease while employed. 

The value of this program is evident when the 
physician considers how frequently he is compelled 
to advise the patient in indefinite terms to change 
his type of work for the sake of his cardiac condi- 
tion. To remove some of the helpless generality 
that must of necessity accompany this advice, and 
to give the doctor practical and specific aids, is 
the purpose of the rehabilitation and “Cardiac in 
Industry” programs being organized by many 
heart associations. 
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Value of Health Education 


The health educational program of the heart 
association aims at supplying the community with 
accurate information to eliminate misconceptions 
and: baseless fears, and to increase awareness of 
the need for regular and prompt medical atten- 
tion. Health education of this constructive, con- 
fidence-provoking nature, has beeen found to pro- 
duce a more co-operative and understanding pa- 
tient. The enlightened patient is more apprecia- 
tive of what the doctor and research scientist are 
trying to do for him, of the complex of knowledge 
from which the physician has to draw, and of the 
role the patient can play in helping the physician. 
In short, the patient is more willing to accept and 
to carry out the doctor’s orders. 


Many heart associations are assisting the doc- 
tor in the management of cardiac housewives 
through the development of the “Heart of the 
Home” Program. Classes, consultation services, 
and model kitchens are being utilized to help 
women with heart disease save time and energy 
in their housework. Physicians are also actively 
participating in the educational program of their 
local heart association. In fact, the success of 
the entire heart disease control program depends 
in the final analysis on the active leadership of the 
physician. The strengthening of the community 
heart program and services will increase their 
effectiveness for the doctor as well as the public. 


Need for Professional Education 


Professional education is also an important heart 
association objective. So tremendous are the de- 
mands on time and energy, that it is extremely 
difficult for the average physician to keep up with 
the steady flow of new knowledge in the cardio- 
vascular area, as well as in the entire field of 
medication. Co-operating with medical associa- 
tions in the community, the heart associations are 
developing a planned program of keeping general 
practitioners and specialists informed of the latest 
advances in diagnosis and treatment through post- 
graduate courses, lectures, symposia, conferences, 
demonstrations, films, slides, pamphlets and other 
instructive aids. The American Heart Association’s 
two professional publications, Circulation and 
Modern Concepts of Cardiovascular Diseases, 
carry monthly summaries of cardiovascular devel- 
opments of practical interest to the physician. 


Local heart associations affiliated with the Amer- 
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ican Heart Association offer voting membership 
to practicing physicians, inviting their interested 
participation in helping to build the kind of pro- 
gram best adapted to the needs of their particular 
community. By taking his place as captain of the 
community team to combat heart disease, the 
physician is in a strategic position to assure that 
the development of the heart program will proceed 
along correct medical and scientific lines. 

Because of the public confidence and the natural 
leadership he enjoys, the physician can exert im- 


measurable influence in winning support for the 
heart association’s program of scientific research. 
In addition to his personal support of research 
progress, which is of direct benefit to the success- 
ful management of his patients, the physician can 
convince his patients, as well as influential leaders 
in the community, of the necessity for continuing 


and expanding basic and specialized research. 

Where there is no local heart association, the 
most valuable service the physician can perform is 
to lend his experience, wisdom, knowledge to other 
interested groups and individuals in the com- 
munity to assist in its formation. 


You are cordially invited to become a member of the 
Michigan Heart Association. Just clip the following 
coupon and return with your check indicating the type 
of membership-subscription which you desire: 


MICHIGAN HEART ASSOCIATION 
4421 Woodward Avenue 
Detroit 1, Michigan 
Application for Annual (Voting) Membership 
1955 


Annual (Voting) Membership 
Includes one-year subscription to the 
American Heart QUARTERLY. Jan- 


uary-December, 1955 $2.50 


Annual (Voting) Membership Subscrip- 
tion. Includes one-year subscription to 
the American Heart QUARTERLY and 
“Modern Concepts of Cardiovascular 


Disease.” January-December 1955 $5.00 


Membership in the Michigan Heart Association includes 
membership in the American Heart Association and en- 
titles admission to the scientific sessions of both organi- 
zations. 





Name 





Address 





City Zone 


(Please make check payable to the Michigan Heart As- 
sociation. ) 
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It is the expressed policy of the American Heart 
Association, in guiding the establishment of local 
associations, to propose that the founding group 
first of all approach the medical profession to 
enlist its interest and support, before broadening 
the base of the organization. To assure sound 
medical direction, a judicious balance should be 
maintained between medical and lay members 
on the association’s board of directors. Both groups 
contribute their special talents to the building of a 
sound organization with a well-conceived and care- 
fully executed program. So long as the physician 
fulfills his responsibility for supporting and guiding 
such voluntary efforts, so long as he is sufficiently 
aware of the health needs of the public to work co- 
operatively and constructively within voluntary 
agencies, he is building a sound foundation for 
himself and for his profession. 


Through his efforts and guidance, the public 
will better understand and more willingly receive 
the full benefits of modern medicine, and physi- 
cians and their co-workers will be in the best posi- 
tion to assure these benefits. 





HARVARD UNIVERSITY PUBLIC 
HEALTH SCHOLARSHIPS 


(Continued from Page 10) 


4. Social Workers with a master’s degree from 
an approved school of social work and acceptable 
experience in the field of medical or psychiatric 
social work 


5. Health Educators with the following back- 
ground: college degree, training either in health 
education or in the natural and social sciences; 
experience in general education or community 
health work 


6. College Graduates who have concentrated 
in one of the Natural Sciences or in Engineering 
(environmental aspects). 


A Catalogue of the School, Admission and 
Scholarship applications, and further information 
may be obtained by writing the Secretary, Har- 
vard School of Public Health, 55 Shattuck Street, 


Boston 15, Massachusetts. 


Scholarship applicants must return completed 
admission and scholarship applications to the 
Harvard School of Public Health by March |, 
1955. Scholarship awards will be announced May 
1, 1955. 
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Albert D. Ruedemann, M.D. 


Research — A Family Tradition 


Returning to Michigan in 1947 after an ab- 
sence of twenty-three years, Albert D. Ruedemann, 
M.D., became professor of ophthalmology at 
Wayne University College of Medicine and es- 
tablished and became director of the Kresge Eye 
Institute. 

Dr. Ruedemann comes from a distinguished 
family of scientists. His father, Rudolph Ruede- 
mann, holds a Ph.D. de- 
gree in geology and pale- 
ontology from the Uni- 
versity of Jena. Soon aft- 
er completing postgrad- 
uate work at Strasbourg 
he came to the United 
States, settling in the 
foothills of the Adiron- 
dacks. After his appoint- 
ment as paleontologist for 
the State of New York 
and curator of Paleon- 
tology at the New York 
Museum, the family 
moved to Albany. Dr. 
Rudolph Ruedemann has 
to his credit many pub- 
lications on the geology 
of northern New York 
State. ; 

Dr. Rudolph Ruedemann had six sons and one 
daughter. Paul, a geologist, is employed by Stand- 
ard Oil Company. On September 18, 1948, he 
was arrested by the Hungarian Reds and held 
prisoner in a dungeon until confessed to sabotage, 
which gave the Communists an excuse to con- 
fiscate the company’s properties. Rudolph Ruede- 
mann, Jr., M.D., is associate professor of derma- 
tology and syphilology at Albany Medical Col- 
lege. Ehrhardt Ruedemann, M.D., is a practicing 
otolaryngologist in Pittsburg. Two other sons, not 
in scientific fields, are Ernest and Werner. His 
daughter, Francis, is Mrs. Daniel Hausman. 

To distinguish Albert from his brothers, his 
friends in the Medical School of the University 
of Michigan began to call him “Ots,” a nick- 
name he has kept ‘through the years. His De- 
troit_ contemporaries more frequently call him 
“Ruede.” Graduating in medicine in 1921, he 
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was appointed to the Department of Ophthalmo- 
logy, University Hospital, Ann Arbor, where he 
remained for three years under Walter Parker, 
M.D., chief of the department. It was during his 
residency at the University Hospital that he met 
Nancy Lindstrom, supervisor 
Pediatrics Department. They 
1923. 


of nurses in the 
were married in 


Dr. and Mrs. Ruede- 
have three chil- 
Albert Ruede- 
mann, Jr., M.D., who is 
associated in the practice 
of ophthalmology with 
his father; Nancy Lee 
(Mrs. Michael Furbush) , 
and Paul. The youngest 
member of the Ruede- 
mann clan is Albert D., 
III, his grandfather’s 


newest interest. 


mann 
dren: 


Upon the completion 
of his 
Ruedemann 
Cleveland to organize 
and become the chief of 
the Department of 
Ophthalmology at the 
Cleveland Clinic. Believing that he should give 
young men in his department broad training in 
ophthalmology, he organized and later became 
Chairman of Bunt’s Institute for Graduate Instruc- 
tion, which later expanded its program to include 
other fields of specialization. 

Newspaper accounts of the Cleveland Clinic 
fire on May 15, 1929, tell of the horrors of the 
fire and explosion in which many lives were lost. 
They describe how Dr. Ruedemann, trapped in the 
Eye Clinic on the third floor, tenaciously clung to 
the window ledge until firemen helped him to 
escape. His strong muscles and courageous spirit 


residency, Dr. 
went to 


helped him to escape from the holocaust. 

In 1938, Dr. Ruedemann became secretary for 
instruction in Ophthalmology of the American 
Academy of Ophthalmology and Otolaryngology. 
He has served continuously in that capacity since 
that time and has collaborated with Dean M. 
Lierle, M.D., the secretary for instruction in Oto- 
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laryngology and Maxillofacial Surgery, in the de- 
velopment of the instruction courses into the most 
comprehensive extracurricular educational project 
of any of the medical specialty societies. At the 
time of the annual meeting in October, Dr. Ruede- 
mann enjoys going from room to room to collect 
the tickets for the postgraduate courses of in- 
struction for this gives him an added opportunity 
to greet his many friends. To him a medical con- 
vention is an ideal vacation, for it frees him from 
the demands of patients and yet allows him to be 
with people, and he is of a gregarious nature. It 
also gives him an opportunity to talk about his 
favorite vocation and avocation, medicine. 

Dr. Ruedemann’s interest in instruction and 
education is intense, and he takes delight in in- 
teresting others in medical research. Soon after 
arriving in Detroit he was given funds by the 
Kresge Foundation to begin the organization of 
the Kresge Eye Institute. By the summer of 1950 
sufficient trained and experienced research men 
had become members of the staff to warrant the 
leasing of a building on the grounds of Detroit 
Memorial Hospital adjacent to the Wayne Uni- 
versity College of Medicine and Detroit Receiving 
Hospital, where much of the research work of a 
clinical nature would be done. Here, with the 
permanent research staff and the aid of the prac- 
ticing ophthalmologists who have become asso- 
ciated with the Institute, a farsighted program 
for investigation and teaching has been firmly 
established. Visiting ophthalmologists who have 
come to Detroit from all parts of the world to 
collaborate with staff members attest to the fact 
that the Kresge Eye Institute is already outstanding 
in its field. 


As chairman of the Department of Ophthal- 
mology of Wayne University College of Medicine, 
Dr. Ruedemann is chief of that department at 
Detroit Receiving Hospital. His department sup-. 
plies eye residents to hospitals affiliated with the 
College of Medicine including Harper, Children’s, 
and the U. S. Veterans Administration Hospital 
in Dearborn. Eye residents are also made available 
to Northville State Hospital, Mt. Sinai Hospital 
and North End Clinic as well as the municipally 
operated hospitals, Herman Kiefer and Maybury 
Sanitarium. Dr. Ruedemann is Chief of the De- 
partment of Ophthalmology, Otology, Rhinolaryn- 
gology, Bronchoscopy, Esophagoscopy, and Max- 
illofacial Surgery at Harper Hospital. 

Dr. Ruedemann is a very popular speaker in his 
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specialty and is widely sought by local, disirict 
and national society meetings. When lecturing 
his enthusiasm is contagious and he drives home 
his points with a rich vocabulary, pungent with 
adjectives and wit and masterful satire. He has 
contributed regularly to the eye literature by 
his frequent publications. 

Dr. Ruedemann has been a trail blazer in the 
field of plastic eye implants, having conceived the 
idea for the first movable implant. His innova- 
tion was to fasten the ocular muscles to the im. 
plant, thus avoiding the fixed stare dreaded by 
patients who have had an eye enucleated. In 1946 
he was awarded a gold medal by the American 
Medical Association for his exhibit on the “Full 
Eye Plastic Implant.” This exhibit also won him 
a certfiicate of merit from the American Academy 
of Ophthalmology and Otolaryngology. In 1947 
he was awarded a certificate of merit by the 
American Medical Association and a blue rib- 
bon by the American Academy of Ophthalmology 
and Otolaryngology for his exhibit on “The Use 
of Radium in Ophthalmology.” He was awarded 
a blue ribbon by the American Academy of Oph- 
thalmology and Otolaryngology for his exhibit on 
“Lesions in the Region of the Optic Chiasm.” 

Throughout the years he has been active in 
working for the improvement of safety measures in 
industry, serving as chairman of the Joint Com- 
mittee on Industrial Ophthalmology since 194/. 
He is chairman of the Professional Advisory Com- 
mittee of the Michigan Committee of the National 
Society for the Prevention of Blindness. 


Dr. Ruedemann is president of the American 
Society of Ophthalmologic and Otolaryngologic 
Allergy. He is a member of many professional and 
specialty organizations, including the American 
College of Surgeons, Detroit Surgical Association, 
American Academy of Ophthalmology and Oto- 
laryngology, American Ophthalmological Society, 
The Association for Research in Ophthalmology, 
the Pan-American Association of Ophthalmology, 
and the Mexican Society of Ophthalmology. He 
is also a director of the Michigan Chapter of the 
National Multiple Sclerosis Society, and a Trustee 
for the Hansel Foundation—Education and Re- 
search in Allergy. He is a member of the Phi Chi 
medical fraternity, Sigma Xi, and Alpha Omega 
Alpha. His Detroit club affiliations are the Eco- 
nomics Club, Detroit Athletic Club, Detroit Boat 
Club and the Grosse Pointe Hunt Club. 

Wrnpsor §S. Davies, M.D. 
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A Second Look at Medical Color Television 


When the Michigan Clinical Institute convenes 
in Detroit for its 1955 meeting, attending mem- 
bers will view one of the most outstanding aids 
for medical teaching to be developed in recent 
years. This teaching aid is medical color televi- 
sion, a medium that promises to exercise a con- 
siderable on the 
medical education. 


influence methods of modern 

Like most worthwhile developments, medical 
color television was the product both of an adven- 
turous imagination and of an urgent need. It 
has achieved its present state of maturity, char- 
acterized by program production of near-profes- 
sional stature, only by surviving an infancy of 
Here 
again, the imagination and the need were in- 
strumental in its growth. 

The imagination was supplied by Smith, Kline 
& French Laboratories, a pharmaceutical firm that 
saw in color television an instrument of great po- 
tentialities for medical teaching. Acting on this 
conviction, SKF decided to bring the medium 
out of the television research laboratories and into 
medical use as soon as possible. 


continuous experiment and_ innovation. 


The subsequent 
contract with the Columbia Broadcasting System 
was signed late in 1948. In June, 1949, at the 
annual meeting of the American Medical Associa- 
tion in Atlantic City, SKF produced and sponsored 
the first program of color television ever witnessed 
by the public. The program was an overwhelm- 
ing success with 30,000 visits being paid to the 
telecasts during the five-day meeting. 

An honest appraisal of this response would 
recognize the drawing power of color television’s 
sheer novelty. But it would also be obliged to 
recognize that the majority of tele-viewing physi- 
clans envisioned the color medium as an answer 
to a long-standing problem of medical education, 
the problem of providing medical students with 
close-up views of operative procedures and clini- 
cal demonstrations without sacrificing accuracy or 
realism. 

The distinctive difference between color televi- 
sion and all other methods of teaching lies in the 
uses of the color camera. Three such cameras 
are employed by the SKF Unit. Two are studio 
cameras, highly mobile and capable of great ease 
of movement through a widely diversified series 
of items. The third camera is like none in ex- 
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istence. Built for SKF in 1949 by the Research 
and Development Division of the Columbia 
Broadcasting System, it was not only the first color 
television camera, but the only mobile camera ever 
designed for the specific purpose of televising 
surgery. A movable camera head is mounted on 
one end of a 7-foot boom which, in turn, is 
balanced on top of a steel bar 6 feet in height, 
giving the camera the appearance of a huge letter 
ee ig 

Looking through the door of the TV operating 
room at the Detroit Receiving Hospital, a visiting 
physician would see the surgical camera suspended 
3 to 4 feet over the operating table and immediate- 
ly over the heads of the operating team. The 
team is in no way inconvenienced by the camera; 
in fact, it is aided in a small way by the extra 
lamps brought in to provide the light necessary 
for a television picture of high quality. The 
vantage point gained by the surgical camera in 
this position over the operating table affords ev- 
ery physician in the audience a view of the opera- 
tion equalled only by that of the operating sur- 
If the is small or the surgery 
extremely delicate, even this distance is further 


geon. incision 


diminished by use of a more powerful lens. 
In the Grand Ballroom of the Sheraton-Cadil- 


lac, receiving point for the colorcasts, the view 
seen by the camera will be greatly magnified on 
a giant video screen measuring 4.5 by 6 feet. This 
screen was specially built for the SKF Television 
Unit by CBS and enables more than 500 people 
to watch the colorcasts with ease and comfort. 
Because of the magnification brought to the tele- 
vised picture by this receiver, a procedure actually 
contained in an operative area of less than one 
square foot appears to the audience in a field as 


Should a heart 


operation be televised at the Clinical meeting, the 


large as 16 or 18 square feet. 


heart as viewed on the screen would be more than 
three feet high The chal- 


lenging possibilities for medical instruction implicit 


and four feet wide. 


in this picture are obvious. 

Clinical demonstrations present a challenge of 
a different sort—one to which participants have 
responded with some imagination. It is no easy 


chore to take subject matter ordinarily conveyed 


(Continued on Page 121) 
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Abbott Laboratories 
North Chicago, Illinois 


A. S. ‘Aloe Company 
St. Louis, Mo. 






Booth No. 61 


ERYTHROCIN® Filmtab (Erythromycin, Abbott) 
will be displayed by Abbott Laboratories. ERYTHRO- 
CIN is Abbott’s wide range antibiotic which is ef- 
fective orally against a variety of organisms, especially 
against Gram-positive ones. Indicated for treatment of 
infections such as pharyngitis, tonsillitis, scarlet fever, 
erysipelas, pneumococcic pneumonia and others pro- 
duced by susceptible organisms. The Abbott product is 
a small tablet specially coated to mask the bitter taste 
of the drug and effect higher blood concentrations. 
ERYTHROCIN is effective against some strains of 
pathogenic organisms not responsive to penicillin or to 
other antibiotics. 


Booth No. 62 


Visit booth No. 62 where the Aloe representative will 
show you a cross section of the complete line of physi- 
cians equipment and supplies carried by the A. S. 
Aloe Company. Highlighted will be New Model Stee- 
line—tomorrow’s treatment room furniture today— 
featuring the body contour table top, magnetic door 
catches, and advanced design all in new decorators’ 
colors. 


Ames Company, Inc. Booth No. 33 
Elkhart, Indiana 

CLINITEST, for urine-sugar analysis, is standardized. 
This assures uniformly reliable results whenever and 
wherever a test is performed—office, ward, clinic, or 
patient’s home. Standardization not only curtails error, 
but saves personnel’s time by elimination of preparing 
and mixing of reagents. 

ACETEST for acetonuria, BUMINTEST for al- 
buminuria, HEMATEST for occult blood, and ICTO- 
TEST for bilirubin will also be on display. 


Ayerst Laboratories 
New York, N. Y. 
Ayerst Laboratories will feature ‘“Thiosulfil” together 
with its complete line of “Premarin” products. Physi- 
cians attending the Michigan Clinical Institute are 
very cordially invited to visit the Ayerst booth where 
literature and information will be available on these 
and many other Ayerst specialties. 


Booth Nos. 7, 8 


Baker Laboratories, Inc. 
Cleveland, Ohio 

You are invited to visit our booth where Baker’s Modi- 
fied Milk and Varamel, two successful products for in- 
fant feeding, are on display. 

Baker representatives will be glad to discuss the prac- 
tical application of Grade A milk, adjusted fat compo- 
sition, zero curn tension, synthetic vitamins and other 
important factors which help to eliminate many of the 
problems in modern infant feeding. 


Bilhuber-Knoll Corporation Booth No. 54 
Orange, New Jersey 

Oral METRAZOL can be of advantage to you for 
the aged patient where fatigue and mental confusion 
are present. Beneficial changes in behavior, alertness, 
appetite and sleep pattern have been reported. Infor- 
mation on METRAZOL, as well as on DILAUDID, a 
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The Borden Company 
New York, N. Y. 


Central Pharmacal Company 
Seymour, Indiana 


Booth No. 23° 


most potent and smooth cough sedative, TENSODIN 
and other prescription specialties will be available and 
your discussion is invited. 


Booth No. 50 


There’s no better place to talk over the latest informa- 
tion on infant feeding than the Borden Prescription 
Products booth. On display is the complete line of 
Borden’s infant formula products for every feeding 
purpose or preference. You can feed almost any baby 
BREMIL, MULL-SOY, DRYCO, or BIOLAC. 


Carroll Dunham Smith Pharmacal Company 
New Brunswick, N. J. 


Booth No. 45 
Our exhibit will feature Lipotriad (Smith), a new 
unusually potent lipotropic and oxytropic product, in 
both liquid and capsule form for the treatment of 
many conditions associated with faulty fat metabolism. 
Our representatives will welcome the opportunity of 
discussing this product in senile macular degeneration, 
didbetic retinopathy and other ophthalmic conditions, 
as well as other new prescription specialties, including 
Hemo-Vitol liquid, Quadra-Sed liquid and Calferbee 
Lactate tablets. 





Booth No. 56 


The Central exhibit will feature the Neocylate Family 
of potentiated salicylate combinations. This group in- 
cludes Neocylate for the treatment of rheumatoid ar- 
thritis, rheumatic fever, etc., Neocylate w/Colchicine 
for specific use in gout and gouty arthritis. Neocyten 
for abolishing the pain-spasm cycle in neuromuscular 
disorders. Neocylate w/Codeine for intensified anal- 
gesic effect in pain and insomnia due to pain, and now 
—NEOCYLATE w/CORTISONE permitting full- 
scale antirheumatic action with lower cortisone dosage. 
Descriptive literature on these specialties will be avail- 
able to members and guests of the Michigan Clinical 
Institute. 


Chicago Reference Book Company Booth No. 58 
Chicago, Illinois 

Featured will be ‘Webster’s New International Dic- 

tionary Section Edition, with Reference History.” 
Ciba Pharmaceutical Products, Inc. Booth No. 41 
Summit, N. J. 
Coca-Cola Company Booth Nos. 65, 66 
Atlanta, Georgia 

Ice-cold Coca-Cola served through the courtesy and 

co-operation of Detroit Coca-Cola Bottling Company 

and The Coca-Cola Company. 


Cottrell-Clarke, Inc. Booth No. 14 
Detroit, Michigan 
Davis & Geck, Inc. Booth No. 63 


Danbury, Conn. 
Davis & Geck, Inc. will display their comprehensive 
line of sutures featuring Atraumatic® needles, Surga- 
loy® stainless steel sutures and Surgaloy® stainless steel 
mesh, Melmac® resin plaster of Paris Bandage for 
stronger, thinner, lighter casts that are water and 
urine resistant, and Aureomycin* Chlortetracycline 
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Desitin Chemical Company 
Providence, R. I 


Hydrochloride Dressing and Packing and Aureosurgic® 


Surgical Powder Soluble for local antibiotic therapy. 
*Trade-mark 


Booth No. 28 


This exhibition features Desitin ointment, external cod 
liver oil therapy, and its adjuvant Desitin powder. The 
ointment combines crude high potency Norwegian cod 
liver oil, zinc oxide and talcum in a modified lanolin 
petrolatum base. It is indicated in post-operative dress- 
ings, slow healing wounds, burns of all degrees, etc. 


Doho Chemical Corporation Booth No. 10 

New York, N. Y. 
Doho Chemical Corporation exhibits AURALGAN, 
the time honored decongestant and pain reliever in 
Otitis Media, also for removal of Cerumen; RHINAL- 
GAN, the equally safe nasal decongestant for infants 
and the aged; NEW OTOSMOSAN, the fungicidal 
and bactericidal ear medication. Mallon Chemical Cor- 
poration, a subsidiary, features RECTALGIAN, the 
liquid topical anesthesia for relief of pain and discom- 
fiture in hemorrhoids, pruritus and perineal suturing. 


Paul B. Elder Company Booth No. 51 

Bryan, Ohio 
We cordially invite physicians attending the Michigan 
Clinical Institute to visit our booth. We are pleased 
to present our new drug OXSORALEN® for treat- 
ment of idiopathic vitiligo. OXSORALEN® which has 
just been released for sale after five years of research 
represents a new advance in the treatment of pigmen- 
tary diseases. 


Encyclopedia Americana Booth No. 38 


Grand Rapids, Michigan 


Geigy Pharmaceuticals Booth No. 59 

New York, N. Y. 
Geigy will feature Council-accepted BUTAZOLIDIN, 
oral nonhormonal antiarthritic, and —TROMEXAN, 
oral anticoagulent of rapid action, little cumulation 
and diminished risk of sustained or severe hemorrhage. 
Also on display will be EURAX Cream and Lotion, 
antipruritic and scabicide, and STEROSAN Cream 
and Ointment, bacteriostatic and fungistatic for treat- 
ment of pyogenic and mycotic skin disorders. 


Gerber Products Company Booth No. 30 

Fremont, Michigan 
When milk is contraindicated as the basic food for 
infants, Gerber’s “Meat Base Formula” can provide 
a nutritionally adequate replacement. It is well ac- 
cepted and tolerated by infants of all ages. Your Ger- 
ber detailman invites you to evaluate “Meat Base 
Formula” and the complete line of supplementary baby 
foods. 


Hack Shoe Company Booth No. 3 

Detroit, Michigan 
The sensational new RIPPLE SOLE shoes will be on 
display as well as the more conventional supportive 
shoes for men, women and children which, combined 
with careful fitting, have made the Hack Shoe Co. a 
medical office byword. Also on display, the more 
specialized types of orthopaedic footwear fitted on 
PRESCRIPTION ONLY. 


J. F. Hartz Company Booth Nos. 42, 43 
Ferndale, Michigan 
Cardiovascular, thoracic, eye, and general surgery 
stainless steel instruments; the latest in diagnostic and 


treatment equipment; as well as a line of professional 
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pharmaceuticals, will be on display in the booth of 
The J. F. Hartz Company at the Michigan Clinical 
Institute exhibit of 1955. 


Holland-Rantos, Inc. 

New York, N. Y. 
Physicians interested in Medical Contraception are 
cordially invited to discuss with Holland-Rantos con- 
vention representatives latest information on laboratory 
and clinical data concerning the efficacy of KORO- 
MEX products. Featured also will be NYLMERATE 
JELLY and. NYLMERATE ANTISEPTIC SOLU- 
TION CONCENTRATE which—being trichomona- 
cidal, fungicidal and bactericidal—afford an effective 
therapy in vaginal trichomoniasis, moniliasis and mixed 
infections. 


Booth No. 39 


G. A, Ingram Company 
Detroit, Michigan 
On display will be the newer Diagnostic Instruments, 
including new office procedure Laboratory Equipment 
and, in addition, there will be a fully accredited 
FCC-accepted Ultrasonic Unit, and a display of sur- 
gical instruments. 


Booth Nos. 67, 68 


Instant Sanka Coffee 

White Plains, N. Y. 
General foods is pleased to be back with you, again 
presenting Instant Sanka—100-0/0 pure coffee, with 
97-0/0 of the caffein removed. Do stop by for your 
morning cup—and come back for “seconds” any time. 
We shall look forward to seeing you—one and all. Be 


sure to register for a professional sample and product 
booklet. 


Booth No. 5 


A. Kuhlman & Company 
Detroit, Michigan 
The A. Kuhlman & Co. invites you to see their dis- 
play of the completely new line of Hamilton Medical 
Furniture. We will also be showing the latest in diag- 
nostic and surgical instruments. 


Booth No. 73 


Lea & Febiger 

Philadelphia, Pa. 
Be sure to see these new books and new editions: Twiss 
and Oppenheim—Practical Management of Disorders 
of the Liver, Pancreas and Biliary Tract; Bailey— 
Surgery of the Heart; Merritt—A Textbook of 
Neurology; Ormsby and Montgomery—Diseases of the 
Skin; Pullen—Pulmonary Diseases; Ziskind—Psycho- 
physiologic Medicine; Herbut—Pathology; Jonas— 
Babcock’s Principles and Practice of Surgery; Lewin— 
The Back and Its Disk Syndromes; Fishberg—Hyper- 
tension; Gray’s Anatomy; and many others. 


Booth No. 70 


Lederle Laboratories 

Pearl River, N. Y. 
You are cordially invited to visit our exhibit in booth 
No. 26 where you will find our representatives pre- 
pared to give you the latest information on LEDERLE 
products. 


Booth No. 26 


Liebel-Flarsheim Company 

Cincinnati, Ohio 
The Liebel-Flarsheim Company cordially invites you to 
visit Booth 46, in which their latest electromedical and 
electrosurgical apparatus will be available for examina- 
tion and demonstration. Capable representatives will 
be on hand at all times and we sincerely hope you will 
stop by so that we may become acquainted. 


Booth No. 46 


97 





Eli Lilly & Company 

Indianapolis, Indiana 
You are cordially invited to visit the Lilly exhibit 
located in spaces 21 and 22. The display will contain 
information on recent therapeutic developments. Lilly 
sales people will be in attendance. They welcome your 
questions about Lilly products. 


Booth Nos. 21, 22 


P. Lorillard Company, Inc. Booth No. 4 
New York, N. Y. 
P. Lorillard Company, manufacturers of OLD GOLD 
Cigarettes as well as BRIGGS Pipe Mixture and other 
famous tobacco products will exhibit and demonstrate 
their KENT Cigarettes with the exclusive Micronite 
Filter. 


M & R Laboratories, Inc. 

Columbus, Ohio 
Your SIMILAC representatives are happy to take part 
in this meeting. They are pleased to have the op- 
portunity to discuss with you the role of SIMILAC 
in infant feeding. They have for you the latest Pedia- 
tric Research Conference Reports. Also available are 
current reprints of pediatric nutritional interest. 


Booth No. 53 


McNamara Medical Equipment Company Booth No. 32 

Detroit, Michigan 
McNamara Medical Equipment Company will exhibit 
several pieces of Physical Medicine Equipment in- 
cluding Paust Stimulators, Hydrocollator, Restorator. 
This company carries a complete line of Physical 
Medicine and Rehabilitation equipment and specialize 
in this field. You are cordially invited to visit their 
exhibit and discuss your Physical Medicine problems. 


Maico Detroit Company Booth No. 69 

Detroit, Michigan 
Ninety per cent of all the precision hearing test in- 
struments used by hospitals, schools and physicians in 
the United States are Maico. The new Maico Tran- 
sistor hearing aid weighs only one ounce complete 
and is designed to be worn in a lady’s hair. It is no 
longer necessary to have cords or wires on the neck 
or body. 


Mead Johnson & Company 

Evansville, Indiana 
Liquid Lactum and Powdered Lactum, infant formula 
products with balanced caloric distribution, will be 
featured in the Mead booth. Also on exhibit will be 
Poly-Vi-Sol and Tri-Vi-Sol, with their new “Safti- 
Dropper”; Mulcin, the good tasting multi-vitamin 
liquid; and Sustagen, the complete food for tube or 
oral feeding. 


Booth Nos. 71, 72 


Medco Products Company Booth No. 19 

Tulsa, Oklahoma 
The MEDCOLATOR Stimulator, for the stimulation 
of innervated muscle or muscle groups ancillary to 
treatment by massage is a low volt generator that 
will generate plenty of your interest. Electrical muscle 
stimulation is a valuable form of rehabilitation therapy. 
Be sure to visit our booth for a personal demonstra- 
tion. 


Medical Aids, Incorporated 

Chicago, Illinois 
Medical Aids, Incorporated will feature a complete 
line of pressure bandages, including the well-known 
Dalzoflex and Primer Combination, recommended in 
the treatment of Varicose Ulcers, Phlebitis, etc. The 
Nulast elastic crepe bandage, constructed of Viscolax 
Rubber Threads, Dalmas Elastic Strapping, which is 
Waterproof, oil and grease resistant and Dalmaplast 
Plastic Adhesive Strapping. 


Booth No. 27 
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Medical Protective Company 

Fort Wayne, Indiana 
Exclusive application to Professional Liability Insur- 
ance—distinctive of The Medical Protective Company 
—assures superior defense and proven protection for 
the doctor under which policyholders suffer no in- 
voluntary loss from their own pockets in the payment 
of damages. 99.94 per cent of all our policyholders 
have been completely covered under $2500. 


Booth No, 34 


Meyer Chemical Company, Inc. Booth No. 47 

St. Clair Shores, Michigan 
Biochemical history is marking another milestone in 
the discovery of RET-100, a stimulant of gamma glo- 
bulin formation, bacteriophages and virus destroying 
phages in the human bloodstream. RET-100 offers the 
doctor an agent to combat virus pneumonia, infec- 
tious hepatitis, influenza and other virus diseases. 


Michigan Bell Telephone Company Booth No. 40 
Detroit, Michigan 
This exhibit will feature several of the new and popu- 
lar services including the Automatic Answering Ma- 
chine, the Toll Credit Card Plan as the major theme. 
Also our new line of colored telephones and some 
miscellaneous services. 


Miles Reproducer Company, Inc. Booth No. 1 

New York, N. Y. 
CASE HISTORIES, lectures and dictation may now 
be recorded at a 60-foot radius with WALKIE-RE- 
CORDALL—an 8-pound, self-powered battery re- 
corder—transcriber. It operates in or out of the closed 
brief case, indoors or outdoors, while stationary, walk- 
ing, riding or flying. The Voice-Activated ‘Self-start- 
Stop” feature automatically starts and stops the record- 
ing from microphone or telephone, thus eliminating 
supervision and the recording of silent periods. While 
facilities for transcribing are available, transcription 
may be eliminated due to ease of handling indentifi- 
able, compact, indexed recordings without the delay 
of rewinding. Up to 8 hours of permanent recordings 
may be accumulated at intervals on an endless belt 
costing 25 cents. 


Miller Surgical Company Booth No. 57 

Chicago, Illinois 
MILLER SURGICAL COMPANY will show the Mil- 
ler Electro-scalpel. This unit cuts, desiccates, ful- 
gurates, coagulates and is used for most delicate work 
up to light major surgery. Accessories such as Snares, 
Smoke Ejectros, etc. also available. A complete line 
of Diagnostic Equipment consisting of Illuminated 
Otoscopes, Ophthalmoscopes, Eyespud with Magnet, 
Transillumination Lamps, Headlights, Vaginal Specu- 
lum with Smoke Ejector and Gorsch Operating Scopes 
and Stainless Steel Proctoscopes all sizes with magnifi- 
cation. Also Suction Tubes and Grasping Forceps. 


National Drug Company Booth No. 55 

Philadelphia 44, Pa. 
You are cordially invited to visit the booth of The 
National Drug Company. The featured product will be 
PARENZYME INTRAMUSCULAR Trypsin. PA- 
RENZYME INTRAMUSCULAR Trypsin is a new, 
effective weapon against acute local inflammation. It 
restores local circulation with dramatic benefits in 
Phlebitis (thrombophlebitis and phlebothrombosis) ; 
Ocular Inflammation (iritis, iridocyclitis and chorioret- 
initis); Traumatic Wounds and Varicose and Diabetic 
Leg Ulcers. PARENZYME INTRAMUSCULAR 
Trypsin is based on an entirely new concept of bio- 
logical continuity . . . in terms of clinical enzymology. 


In very small doses, it initiates physiologic mechanisms 
—and dramatically restores circulation, expedites re- 
pair of tissue and prevents tissue necrosis. 
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Wm. R. Niedelson Company Booth No. 64 

Detroit, Michigan 
We are introducing the PROFEXRAY ROCKET No. 
100—the newest advance in office radiography. The 
‘ONES AIR-BASAL—the metabolism tester that 
eliminates oxygen tanks will be demonstrated, as will 
the CARDIOTRON, a completely new model direct 
writing cardiograph with rectilinear response. Your 
visit will be welcome. 


Ortho Pharmaceutical Corporation Booth No. 9 
Raritan, N. J. 
ORTHO cordially invites you to booth 9 where the 
well-known line of obstetrical and gynecological phar- 
maceuticals will be on display. Particular emphasis 
will be placed on Ortho preparations for conception 
control. Ortho representatives will be on hand to offer 
pertinent information on their products. 
Parke, Davis & Company Booth No. 11 
Detroit, Michigan 
Medical service members of our staff will be in attend- 
ance at our exhibit for consultation and discussion 
of various products. Important specialties, such as 
Penicillin S-R, Benadryl, Ambodryl, Dilantin Suspen- 
sion, Vitamins, Oxycel, Milontin, Amphedase, Throm- 
bin Topical, etc., will be featured. You are cordially 
invited to visit our exhibit. 
Pet Milk Company Booth No. 36 
St. Louis, Mo. 
We will be pleased to have you stop and discuss the 
variety of time-saving material available to busy physi- 
cians. Our representatives will be on hand to discuss 
the merits of ‘Pet’? Evaporated Milk for infant feed- 
ing and INSTANT “Pet” Nonfat Dry Milk for special 
diets. A miniature “Pet” Evaporated Milk can will be 
given to all visitors. 
Pfizer Laboratories Booth No. 24 
Brooklyn, N. Y. 
You are invited to visit the Pfizer booth, TERRAMY- 
CIN INTRAMUSCULAR, CORTRIL, BONAMINE 
and TYZINE will be the highlights this year of a 
star-studded cast including the complete line of TEST- 
ED AND PROVED Terramycin dosage forms and 
the Steraject line of injectable Penicillin and Com- 
biotic preparations. 


Randolph Surgical Supply Company Booth Nos. 12, 13 
Detroit, Michigan 
Randolph Surgical will display many new items in 
surgical instruments—developed with the assistance of 
our own Michigan surgeons. Also, the latest in new 
equipment. Experienced personnel to serve our many 
friends. 


R. J. Reynolds Tobacco Company Booth No. 31 

Winston-Salem, North Carolina 
Welcome to the R. J. Reynolds Tobacco Company 
Exhibit! You are cordially invited to receive a cigarette 
case (monogrammed with your initials) containing 
your choice of CAMEL, CAVALIER King Size, or 
WINSTON, the distinctive new king size, filter cigar- 
ette. 


A. H. Robins Company, Inc. Booth No. 60 

Richmond, Virginia 
Physicians attending the meeting of the Michigan 
Clinical Institute are extended a cordial invitation to 
visit the exhibit of the products of the A. H. Robins 
Company. Experienced medical representatives will be 
in attendance to welcome you and answer inquiries 
relative to any of Robins prescription specialties. 


Sanborn Company Booth No. 35 
Cambridge, Mass. 
Featured at the Sanborn Company, Booth No. 35 will 


he a continuous demonstration of the new Sanborn 
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Viso-Scope, a 5-inch cathode ray oscilloscope, special- 
ly designed for monitoring or visualizing ECG’s and 
other biophysical phenomena which may be recorded 
via Sanborn recording systems. 
Also on display will be the Viso-Cardiette and Metabu- 
lator, together with full data on Sanborn 1, 2, and 
4-channel direct-writing recording systems; the Twin- 
Beam, photographic recorder for simultaneous phono- 
cardiography; the Electromanometer, for physiologic 
pressure measurements; and other Sanborn equipment 
for cardiovascular diagnosis and research. 
Sandoz Pharmaceuticals Booth No. 29 
Hanover, N. J 


W. B. Saunders Company Booth No. 2 

Philadelphia, Pa. 
Among the newest of the new on display you'll see: 
Allen, Barker and Hines, “Peripheral Vascular Dis- 
eases’; “Current Therapy 1955”; Alexander, “Drug 
Therapy Reactions’; Nelson, “Textbook of Pedia- 
trics’; and Flint, “Emergencies,” besides the complete 
Clinical line of Saunders titles. 


Schering Corporation Booth No. 20 

Bloomfield, N. J. 
Members of the Michigan Clinical Institute and their 
guests are cordially invited to visit the Schering ex- 
hibit where new therapeutic developments will be 
featured. Schering representatives will be present to 
welcome you and to discuss with you these products 
of our manufacture. 


G. D. Searle & Company 

Chicago, Illinois ‘ 
You are cordially invited to visit the Searle booth 
where our representatives will be happy to answer 
any questions regarding Searle Products of Research. 
Featured will be Vallestril, the new synthetic estro- 
gen with extremely low incidence of side reactions; 
Banthine, and Pro-Banthine, the standards in anti- 
cholinergie therapy; and Dramamine, for the pre- 
vention and treatment of motion sickness and other 
nauseas. 


Booth No. 74 


Sharp & Dohme, Inc. Booth No. 6 
Philadelphia, Pa. 
Smith, Kline & French Laboratories Booth No. 17 


Philadelphia, Pa. 
The S.K.F. booth will feature the latest clinical in- 
formation about the remarkable new drug—THORA- 
ZINE*— and its many and varied uses. These uses 
include potent anti-emetic action, potentiation of 
other drugs, and its unique and dramatic applications 


in the field of mental and emotional problems. 
**THORAZINE’—Trademark, S.K.F. 


E. R. Squibb & Sons Booth No. 44 
New York, N. Y. 

The Stuart Company Booth No. 48 
Pasadena, Calif. 

Swift & Company Booth No. 16 


Chicago, Illinois 

THE ORIGINAL all-meat baby foods, Swift’s Meats 
for Babies and Juniors will be featured at the Swift 
exhibit. You are cordially invited to discuss the use 
of these high protein, body-building foods in the in- 
fant diet with the Swift representatives. Literature 
and information on clinical research available. Also 
available is information about new Swift’s Egg Yolks 
for Babies. This product offers a convenient and eco- 
nomical way for mothers to give their babies all the 
nutrients supplied by egg yolks. 
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Testagar & Company, Inc. 
Detroit, Michigan 
The professional service representatives of Testagar 
& Co., Inc. will welcome all physicians to discuss the 
newest skeletal muscle relaxant, MYOMEPHETANE. 
Other new product developments will be on display. 
Samples and literature will be available. 


Booth No. 15 


The Upjohn Company Booth No. 37 


Kalamazoo, Michigan 


Members of the medical profession are invited to visit 
the Upjohn booth where members of The Upjohn 
Company professional detail staff are prepared to dis- 
cuss subjects of mutual interest. 


U. S. Vitamin Corporation 
New York, N. Y. 


Exhibit features PANTHODERM CREAM, the new 
and strikingly effective anti-pruritic, healing ointment. 
Dermatoses, long-resistant skin lesions, topical ulcers 
and slow healing wounds show rapid clinical improve- 
ment; pain, itching and irritation abate rapidly. Pro- 
fessional samples and literature will also be distributed 
by our sales representatives on our complete line of 
nutritional specialties. 


Booth No. 49 


Varick Pharmacal Company 
New York, N. Y. 


E. FOUGERA & CO., INC. AND DIVISION, 
VARICK PHARMACAL CO. cordially invite phy- 
siclans to discuss with Professional Service Repre- 
sentatives new preparations of importance to their 
every day practice. Descriptive literature and samples 
of all products will be available. 


Booth No. 18 


Winthrop-Stearns, Inc. 
New York, N. Y. 


WINTHROP-STEARNS INC., New York, extends a 
cordial invitation to visit booth No. 25. Featured 
will be: THEOMINAL R.S. (Theominal with Rau- 
wolfia serpentina), an alliance of the classic and con- 
temporary in antihypertensive compounds. Theominal 
R.S. combines the vasodilator and myocardial stim- 
ulant actions of theobromine and Luminal with 
moderate central hypotensive effect of Rauwolfia ser- 
pentina. Gentle sedation calms the patient and a 
feeling of “relaxed well being”’ is established. Head- 
ache and vertigo disappear as the blood pressure and 
pulse rate are reduced gradually. 


Booth No. 25 





Woodward Medical Personnel Bureau 
Chicago, Illinois 


In Booth 52, Ann Woodward offers the facilities of 
the Woodward Medical Personnel Bureau, an or- 
ganization now in its 58th year, serving as counselors 
in medical personnel problems to medical schools, 
group clinics, physicians in private practice, phar- 
maceutical, insurance and industrial companies, hos- 
pitals and institutions and public health and welfare 
organizations. Recommendations can be made of 
Diplomates of the American Boards, physicians trained 
in the specialties, others seeking assistantships and 
further training, general practitioners and industrial 
physicians, administrators, public health specialists, 
executive, supervising and industrial nurses, medical 
and x-ray technologists, therapists, scientists, medical 
librarians, social workers and other professional and 
ancilliary personnel. Professional personnel—profes- 


Booth No. 52 





sionally selected. A service international in scope. 
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SURGICAL TREATMENT OF THYROID 
DISEASES 


(Continued from Page 79) 


permanent in 0.7 per cent. Again, the incidence 
is highest in the recurrent cases. A third of the 
patients with tetany had had previous thyroid 
operations. In many instances the tetany is so 
fleeting that it will pass undetected unless we ques- 
tion all postoperative thyroid patients as to 
whether or not they have numbness or tingling in 
their hands or feet. The treatment is calcium glu- 
conate given intravenosuly followed by large doses 
of calcium lactate and vitamin D by mouth. 


Recurrence.—Of the last 1800 patients whose 
course has been followed for a sufficient length of 
time, 33 developed a recurrence of their hyper- 
thyroidism following subtotal thyroidectomy. This 
is an incidence of less than 2 per cent. All of these 
patients had primary hyperthyroidism. Adenoma- 
tous goiter with secondary hyperthyroidism does 
not recur following adequate subtotal thyroidec- 
tomy. Of these thirty-three patients, twelve, or 36 
per cent, were operated on again and eighteen are 
being managed satisfactorily on Lugol’s solution. 
One has been treated with x-rays, one with radio- 
active iodine and one by the antithyroid agents. 
All of these patients are well at the present time. 


Conclusion 


In summary, then, until more experience is 
gained with the use of radioactive iodine, we be- 
lieve that a combination of the antithyroid agents 
and subtotal thyroidectomy is the treatment of 
choice for patients with hyperthyroidism. It is as- 
sociated with a low mortality rate, a low morbidity 
rate, and a cure rate of 98 per cent. 





In the treatment of malignancies in childhood, 
irradiation is the treatment of choice in blood dyscrasias 
and lymphoblastomas. 


* * * 


Radiation therapy has a firm scientific foundation with 
indications and contraindications. It must be adminis- 
tered by qualified specialists so as to achieve maximum 
improvement without effecting changes, local or general, 
detrimental to the patient. 


* * * 


The problem of the potential seriousness of minute 
malignant lesions can be solved only by aggressive treat- 
ment. More attention must be paid to seemingly in- 
significant pimples and bumps. 
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Dramamine’s Effect in Vertigo 


Dramamine has become accepted in the control 


of a variety of clinical conditions characterized by 
vertigo and is recognized as a standard 


for the management of motion sickness. 


Vertigo, according to Swartout, is primarily due* 
to a disturbance of those organs of the body that 
are responsible for body balance. When the pos- 
ture of the head is changed, the gelatinous sub- 
stance in the semi-circular canals begins to flow. 
This flow initiates neural impulses which are 
transmitted to the vestibular nuclei. From this 
point impulses are sent to different parts of the 
body to cause the symptom complex of vertigo. 

Some impulses reach the eye muscles and cause 
nystagmus ; some reach the cerebellum and skele- 
tal muscles and righting of the head results ; others 
activate the emetic center to result in nausea, 
while still others reach the cerebrum making the 
person aware of his disturbed equilibrium. Vertigo 
may be caused by a disease or abnormal stimuli of 
any of these tissues involved in the transmission of 
the vertigo impulse, including the cerebellum and 
the end organs. 

A possible explanation of Dramamine’s action 
is that it depresses the overstimulated labyrin- 
thine structure of the inner ear. Depression, 
therefore, takes place at the point at which these 
impulses, causing vertigo, naus2a and similar dis- 
turbances, originate. Some investigators have 
suggested that Dramamine may have an addi- 
tional sedative effect on the central nervous system. 

Repeated clinical studies have established 
Dramamine as valuable in the control of the 
symptoms of Méniére’s syndrome, the nausea and 
vomiting of pregnancy, radiation sickness, hyper- 
tension vertigo, the vertigo of fenestration proced- 
ures, labyrinthitis and vestibular dysfunction as- 
sociated with antibiotic therapy, as well as in 
motion sickness. 

Any of these conditions in which Dramamine 
is effective may be classed as “disease or abnor- 
mal stimuli’’* of the tissues including the end 
organs (gastrointestinal tract, eyes) and their 
nerve pathways to the labyrinth. 

Dramamine (brand of dimenhydrinate) is sup- 
plied in tablets of 50 mg. and liquid (12.5 mg. in 
each 4 cc.). It is accepted by the Council on 
Pharmacy and Chemistry of the American Med- 
ical Association. G. D. Searle & Co., Research 
in the Service of Medicine. 
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The site of Dramamine’s action is probably in the 
labyrinthine structure. 


*Swartout, R., III, and Gunther, K.: ‘‘Dizziness:”’ Ver- 
tigo and Syncope, GP 8:35 (Nov.) 1953. 
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MULTIPLE SCREENING ACTIVITY 
IN MICHIGAN 


Chronic disease is considered to be one of the major 
problems affecting our adult population today. Several 
procedures have been suggested to study this problem. 
One of these procedures which has received the most 
attention is that known as multiple screening or multi- 
phasic screening. 

Essentially, multiple screening is the administration of 
several standard tests at one time for the detection of 
chronic ailments in their incipient stages. Persons with 
abnormal results are referred to the family physician for 
examination, diagnosis and treatment, if necessary. 

In brief, persons examined in a multiple screening 
project are checked for abnormalities of the lung, 
cardiac silhouette, blood pressure and weight. In addi- 
tion, they are examined for abnormalities of the blood 
sugar reflecting possible diabetes, for possible anemia and 
for positive or negative reaction to the serologic test 
for syphilis. 

Persons participating in a multiple screening study 
submit the name of their private physician to whom 
results are sent. All screenees are informed that the 
screening procedure does not constitute a complete physi- 
cal examination; that negative results do not mean “a 
clean bill of health”; and that they should contact their 
private physician for evaluation and possible diagnosis. 

When the study of multiple screening as a testing 
device in the field of chronic disease was undertaken by 
the Michigan Department of Health, it was proposed to 
examine approximately 10,000 persons. It was also 
anticipated that information would be gained as to the 
incidence of certain chronic diseases. Information would 
also be gained as to whether this device succeeded in 
getting patients in to see their family doctor in the early 
stage of disease. 

Multiple screening studies have been conducted in 
Munising, Otsego and Alpena. To date, 2,377 persons 


Michigan’s Department of Health 


Albert E. Heustis, M.D., Commissioner 


have been examined. Follow-up information has been 
received on approximately 963. Of the group examined, 
there were about 51 per cent with one or more abnormal 
findings. In the group with abnormal findings, 360 or 
73 per cent have reported to their physician for evalua- 
tion of their abnormal findings. In the two studies, follow- 
up information collected to date shows that 65 persons 
(18 per cent) have been placed under treatment as a 
direct result of diagnosis made by the physician following 
a multiple screening clinic. Follow-up information sup- 
plied by practicing physicians has indicated confirming 
diagnoses as given below: 


Anemia—type not specified.................... 13 
Cardiac disease—type not specified........ 3 
I III i.siiicecnstonniernndsniisinadaiantios 4 
Hypertension and obesity...................00 35 
Kidney disease—type not specified.......... 5 
Pulmonary tuberculosis .......................0066+ 1 
I icc desiccant edeidnsechcanbinhioisiaaaheniaioniinl 3 


A fourth multiple screening project is now being 
planned with employes of the Michigan Department of 
Health in Lansing. The County Medical Society has 
approved the proposed plan and is co-operating in its 
execution. 


At this stage in our proposed study on multiple 
screening, several observations can be made. First, mul- 
tiple screening clinics have resulted in a positive diagnosis 
confirming reported abnormalities in approximately 18 
per cent of the total number of persons screened. Sec- 
ond, follow-up information indicates that seven different 
conditions are being detected by the testing device. 
Third, information gained as a result of these procedurés 
can be measured in direct proportion to the interest of 
the group being screened and the co-operation of the 
physicians treating the individual. Additional multiple 
screening projects are now being planned. 
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a diagnostic instrument, and with 
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Communications 














J. Earl McIntyre, M.D. 
State Board of Registration in Medicine 
Lansing, Michigan 


Dear Dr. McIntyre: 

Subsequent to my letter of August 23, 1954, you have 
asked me to clarify what was meant by “degree from 
a state university or a legally chartered school of medi- 
cine.” In your letter of inquiry of August 17 you asked 
whether “the osteopath in this instance has the right to 
use the ‘M.D.’ after his name if he has never been 
awarded that degree from an accredited medical school.” 

By a state university or a legally chartered school of 
medicine I meant a school which is accredited by your 
board. So, my conclusion is that an osteopath would 
not have the right to use the letters “M.D.” after his 
name if he has not been awarded that degree from a 
medical school accredited and approved by your board. 

Yours very truly, 
FRANK G. MILLARD 
Attorney General 
By 
ARTHUR T. IVERSON 
Deputy Attorney General 
Lansing, Michigan 
September 21, 1954 


To the President, Secretary, and Editor, 
Component County Medical Societies of Michigan 


Dear Doctor: 

Within recent months a public health experiment has 
been introduced in Michigan, known as the multi-phasic 
screening program. Trials have been held at industrial 
plants in several cities, and the program has _ been 
described in THE JournaL of MSMS November, 1953 
(page 1234); January, 1954 (page 94); April, 1954 
(page 440). 

The State Health Commissioner also has kept The 
Council and its Executive Committee advised of the 
project. 

The program is now considered to be at the end of 
the trial stage and MSMS has reached certain conclu- 
sions with regard to multi-phasic screening. Briefly, The 
Council of MSMS is very doubtful of the program be- 
cause it has a number of undesirable features similar 
to those inherent in any plan which places a govern- 
ment agency between the physician and his patient, or 
takes the practice of medicine out of the doctor’s private 
office. 

This doubt is based upon the belief that the multi- 


‘phasic screening program could very possibly affect the 


future health of the people of Michigan adversely by: 

(1) Establishing the questionable concept that the 
discovery and diagnosis of all disease is a public 
health responsibility, placing the family physician 
in the role of a therapist who merely treats patients 
upon recommendation of a public agency. 

(2) Discouraging the regular, thorough physical 
examination in the doctor’s office by promoting a 
false idea that a hasty screening program at infre- 
quent intervals is a proper substitute. 

As you know, MSMS has always placed emphasis on 
the importance of the periodic health appraisal in the 
doctor’s office for every member of the family. Such a 
private, voluntary program, given impetus by the medi- 
cal profession itself, is much more in keeping with 
American principles of medical practice. 


(Continued on Page 106) 
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(Continued from Page 104) 


The foregoing doubts should be kept in mind if a 
county medical society, or a group of its individual mem- 
bers, is approached to sponsor or endorse the muliti- 
phasic screening program in the local community. The 
decision is left to the county society and its members 
but the present evaluation of the program by MSMS 
that widespread use of multi-phasic screening could be 
detrimental to the private practice of medicine and to 
the future health of Michigan is invited to your attention, 
The Executive Committee of The Council has in- 
structed that this letter be sent to each component 
County Medical Society in Michigan. 
Sincerely yours, 
L. FERNALD FostTErR, M.D. 
Secretary 

Lansing, Michigan 

November 22, 1954 


Wilfrid Haughey, M.D., Editor 
JournaL MSMS 
Battle Creek, Michigan 


Dear Doctor Haughey: 

Once again we are grateful to you and your asso- 
ciates for the publicity given to the Association of Ameri- 
can Physicians and Surgeons’ Essay Contest for high 
school students, appearing in the JourNAL of the Michi- 
gan State Medical Society for October, 1954. 

As your item indicated, the new title of the Essay 
Contest is “The Advantages of Private Medical Care.” 
The 1955 Contest which will end in April, 1955, is the 
ninth annual event sponsored by the Association. I know 
that you and your colleagues will rejoice with us over 
the fact that the contest has grown each year with more 
medical societies, auxiliaries and students participating. 

With very best wishes, I am 

Sincerely, 

Mat Rumpu, M.D., Chairman 

AAPS Annual Essay Contest Committee 
Chicago, Illinois 
November 22, 1954 
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In Memoriam 











HAROLD J. BRISBOIS, M.D., Medical Director of 
the Ternstedt Plant in Flint, died July 2, 1954. He 
was fifty-eight years old. 

A native of Detroit, Dr. Brisbois was engaged in 
private practice in Plymouth for twenty-seven years 
before joining Ternstedt Division of General Motors in 


* 1951 as medical director of the Livonia Plant. In 1953 


he transferred to Flint. 


During his residence in Plymouth, Dr. Brisbois was 
active in civic affairs. He served many years on the 
Plymouth Board of Education and was a past president 
of the Plymouth Kiwanis Club. Dr. Brisbois was a 
veteran of World War I. 


He received his M.D. degree from the University of 
Michigan in 1924 and interned at Providence Hospital, 
Detroit. He was a member of the Wayne County Medi- 
cal Society for some 25 years until 1953 when he trans- 
ferred to the Genesee County Medical Society. 

Surviving Dr. Brisbois are his widow, Louise; a son, 
Harold, Jr., of Flint; three brothers, five sisters and 
his mother. 
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If the patient complaining of aching joints is a woman between 37 and 54 years of age, it 
is highly possible that she is suffering from arthralgia rather than arthritis.1 It has been esti- 
mated that arthralgia occurs in about 40 per cent of women with estrogen deficiency, and is 
exceeded in frequency only by symptoms of emotional or vasomotor origin.” In fact, arthralgia 


may be as indicative of declining ovarian function as the classic menopausal hot flushes. 


Arthralgia, however, is just one of a vast number of distressing but ill-defined symptoms 
that may be precipitated by the loss of estrogen as a “metabolic regulator.” Other good examples 


are insomnia, headache, easy fatigability, and tachypnea. 


Because these symptoms sometimes occur years before or even long after cessation of 
menstruation, they are not always readily associated with estrogen deficiency, and the tendency 
may be to treat them with medications other than estrogen. Obviously, sedatives and other pallia- 
tives cannot be expected to produce a satisfactory response if an estrogen deficiency exists. Only 


estrogen replacement therapy will correct the basic cause of the disorder. 


“Premarin” is an excellent preparation for the replacement of body estrogen. In “Prem- 
arin” all components of the complete equine estrogen-complex are meticulously preserved 
in their natural form. “Premarin” produces not only prompt symptomatic relief but a distinctive 
“sense of well-being” which is most gratifying to the patient. 


1. Greenblatt, R. B., and Kupperman, H. S.: M. Clin. North America 30:576 (May) 1946. 2. McGavack, T. H., in Goldzieher, M. A., and 
Goldzieher, J. W.: Endocrine Treatment in General Practice, New York, Springer Publishing Company, Inc., 1953, p. 225. 
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Estrogenic substances (water-soluble) also known as conjugated estrogens (equine) 
Available in tablet and liquid form 
has no odor... imparts no odor 


NEW YORK, N. Y. MONTREAL, CANADA 
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MICHIGAN AUTHORS 


Sidney Friedlaender, M.D., and Alex S. Friedlaender, 
M.D., Detroit, are the authors of an article entitled 
“Topical Use of Hydrocortisone and Hydrocortisone- 
Neomycin Ointments in Allergic Dermatoses” presented 
at the Tenth Annual Meeting of the American Academy 
of Allergy, Houston, Texas, February 1-3, 1954, and 
published in The Journal of Allergy, September, 1954. 

Emil Lorch, F.A.1.A., Ann Arbor, is the author of an 
article entitled “The Beaumont House, Its Background 
and Setting,” reprinted from THE JourNaAL of the 
Michigan State Medical Society, February, 1953, and 
published in its entirety along with illustrations in the 
December, 1954, monthly Bulletin of the Michigan 
Society of Architects. 

John E. Summers, M.D., Arthur L. Stanley, M.D., 
Christopher J. Stringer, M.D., Lansing, are the authors 
of an article entitled “Coarctation of the Aorta, Con- 
strictive Pericarditis and Pleuritis, and Primary Car- 
cinoma of the Liver Occurring in One Person”, pub- 
lished in The Journal of the Indiana State Medical 
Society, November, 1954. 

C. J. Wickwire, Director of Publications, Wayne Uni- 
versity College of Medicine, is the author of an article 
entitled “Wayne University College of Medicine’ pub- 
lished in The Journal of the Student American Medical 
Association, November, 1954. 


Leo H. Bartemeier, M.D., Detroit, is the author of an 
article entitled “The Contribution of Psychiatry to the 
of Medicine”, presented at the annual meet- 
ing of the Illinois State Medical Society, Chicago, May, 
1954, and published in the Illinois Medical Journal, 
November, 1954. 

Nancy T. Caputo, M.D., Detroit, is the author of an 
article entitled ‘“‘Near-Fatal Penicillin Reaction: Case 
Report”, published in the Harper Hospital Bulletin, 
September-October, 1954. 

B. Hjalmar Larsson, M.D., Detroit, is the author of an 
article entitled “Impressions of the Nobel Festival in 
Stockholm, 1953,” published in Harper Hospital Bul- 
letin, September-October, 1954. 

William H. Havener, M.D., and C. A. Siebert, Ph.D., 
Ann Arbor, are the authors of an article entitled 
“Sterilization of Sharp Instruments By Boiling, with 
Utilization of Cathodic Protection to Prevent Corro- 
sion,” published in 


Practice 


Transactions of the American 
Academy of Ophthalmology and Otolaryngology, Sep- 
tember-October, 1954. 

James H. Maxwell, M.D., Ann Arbor, is the author 
of an article entitled “Repair of the Facial Nerve After 
Facial Lacerations’, published in Transactions of the 
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American Academy of Ophthalmology and Otolaryn- 
gology, September-October, 1954. 

Edgar E. Poos, M.D., F.A.C.S., F.1.C.S., Detroit, is 
the author of an article entitled “Mechanism of Sud- 
den Weakness, Dizziness and Syncope,’ published in 


The Journal of Aviation Medicine, June, 1954. 


Leo H. Bartemeier, M.D., Detroit, is the author of an 
article entitled “Emotional Reactions to Marriage”, 
published in American Practitioner and Digest of Treat- 
ment, November, 1954. 

Harold F. Schuknecht, M.D., Detroit, and Samuel 
Sutton, Chicago, Illinois, are the authors of an article 
entitled “Regional Hearing Losses From Induced Coch- 
lear Injuries in Experimental Animals”, published in 
Annals of Otology, Rhinology, and Laryngology, Octo- 
ber, 1954. 

Frederick A. Coller, M.D., and William J. Regan, 
M.D., Ann Arbor, are the authors of an article entitled 
“Difficulties of Diagnosis of Some Lesions of Colon,” 
published in AMA Archives of Surgery, October, 1954. 

Earl G. M. Krieg, M.D., Detroit, is the author of an 
article entitled “Inguinal Herniorrhaphy” published in 
Industrial Medicine and Surgery, November, 1954. 

C. L. Swarts, M.D., and E. F. Kercher, M.D., Ann 
Arbor, are the authors of an article entitled “A Fatal 
Case of Poliomyelitis in a Newborn Infant Delivered by 
Cesarean Section Following Maternal Death Due to 
Poliomyelitis”, published in Pediatrics, September, 1954. 

Don Marshall, M.D., Kalamazoo, is the author of an 
article entitled “Retrolental Fibroplasia” digested from 
THE JourRNAL of the Michigan State Medical Society 
for September, 1954, and published in Digest of Ophthal- 
mology and Otolaryngology, October, 1954. 

A. Hazen Price, M.D., Detroit, is the author of an 
article entitled “Problems of the Aging Population”, 
published in Harper Hospital Bulletin, September-Octo- 
ber, 1954. 

Frank W. Prust, M.D., and Ruth B. Campbell, M.D., 
Detroit, are the authors of an article entitled “Viable 
Intestinal Segments for Plastic Repair of the Urinary 
Bladder—A Preliminary Report’, published in Harper 
Hospital Bulletin, September-October, 1954. 

J. D. Fox, M.D., and B. E. Brush, M.D., Detroit, are 
authors of an article published under “Clinical Notes” 
in JAMA of December 11 entitled “A New [Illeostomy- 
Colostomy Device with a Disposable Plastic Bay and 
No Cement.” 


* * * 
The polio attack rate in Michigan in the year just 


concluded was about 28 per cent higher than the na- 
tional average, according to provisional reports. Na- 


(Continued on Page 110) 
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(Continued from Page 108) 


tionwide, the number of cases reported in 1954 was 
the third highest on record. 

Michigan also had a high polio attack rate in the 
year 1952, when 3,912 polio cases were reported. This 
record was also higher, by 57 per cent, than the na- 
tional average for that year. It is impossible to pre- 
dict when and where polio epidemics will strike, which 
underlines the need for more effective control measures, 

Evaluation of the Salk vaccine, administered to 440,- 
000 U. S. children, in the largest medical experiment 
of its kind ever conducted, is now in progress. An- 
nouncement of the vaccine’s effectiveness will be made 
in the Spring of 1955. 

During the field trials last spring, about 55,000 chil- 
dren in the state of Michigan were inoculated—half 
with the Salk vaccine, half with a placebo. 

This year, the March of Dimes is much more ambi- 
tious because it hopes to raise $64,000,000—because 
$9,000,000 is needed to purchase vaccine, $2,700,000 
for scientific research, $2,900,000 for professional edu- 
cation, and at least $29,900,000 for patient aid, in- 
cluding hospitalization. The March of Dimes has ex- 
pended $203,600,000 in patient aid since 1938. 


* + 


Menominee County Medical Society members elected 
to take office January 1, 1955, are: President—S. K. 
Sweany, M.D., Powers; President-Elect—W. S. Jones, 
Jr., M.D., Menominee; Secretary-Treasurer—L. Grant 
Glickman, M.D., Menominee; Delegate—J. R. Heiden- 
reich, M.D., Daggett; Alternate Delegate—H. R. Bru- 
kardt, M.D., Menominee. 


* * * 


The Roy Herbert Holmes, M.D., Memorial Com- 
mittee of Muskegon County Medical Society has made 
the following report: 


“Your committee met informally and wish to recom- 
mend that the Muskegon County Medical Society pro- 
pose and actively support a loan fund for Junior and 
Senior medical students who will be willing to spend 
a minimum of three years in general practice in a 
rural area of Michigan. 

“The loan fund to be established through the Michi- 
gan Foundation for Medical and Health Education who 
will administer the same. 

“Tt is the wish of the committee that this fund re- 
ceive wide publicity to the end that not only fellow 
physicians of Doctor Roy Holmes but others will make 
substantial contributions. The committee feels that this 
project is most expressive of the aims and ideals of Roy 
who was sincerely interested in young men studying 
medicine, particularly those with a desire to enter gen- 
eral practice. 

“Further, we recommend that Mr. J. Joseph Herbert, 
attorney for the Michigan State Medical Society, be 
authorized to draw up an appropriate resolution. 

“Respectfully submitted, L. E. Holly, M.D., Chair- 
man, V. S. Laurin, M.D., C. L. A. Oden, M.D., L. 
I. Powers, M.D., W. M. LeFevre, M.D.” 


* * 


The tempo of medical progress is reflected in last 
week’s announcement that the Trudeau Sanatorium, the 
country’s oldest private establishment for the treatment 
of tuberculosis, will close December 1. 


(Continued on Page 112) 
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| The New York Times said the 100-acre Adirondack 
for modern cottage community, a mile north of Saranac Lake, New 
York, thus “will yield to scientific progress in the treat- 
ment and cure of the disease that spurred its founding 
control of seventy years ago.” 
Dr. Gordon Meade, executive director, summed up 
the closing of the sanatorium in a few sentences: 


salt retention “This is a milestone. We can no longer continue be- 
cause of the decline in the number of tuberculosis pa- 
tients. A patient’s length of stay has been shortened 
by the new antibiotic drugs and surgery techniques; 
| there have been fewer relapses and lots more home 
care. 













edema 





The tuberculosis mortality rate has been dropping 
steadily. In 1900 the death rate was 200 per 100,000 
population; today it is only 12.6 per 100,000. 

| This story is proof positive that modern medical re- 
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Large Doctor-Draft Call Issued.—More than twice 
| the number of men taken in the last Doctor Draft call 





will be tapped for April induction, Defense Department 
announces. This is presumably the last medical officer 
nificant gastrointestinal irritation! | call under the present Doctor Draft Act, which is sched- 

| uled to expire on June 30. The Defense Department 
has asked Selective Service for 1,275 physicians—825 
for the Army, 200 for the Navy, and 250 for the Air 
Force—and 459 dentists for the three-month period 
starting next April. The last quarterly Doctor Draft 
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Recent expansion of the Hill-Burton bill is still not 


enough to solve the nation’s 810,000 hospital-bed short- 
ee = 2. Dr. John Cronin, chief of the Public Health Serv- 


ice’s division of hospital facilities, told the National 
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(Continued from Page 112) 

S. construction grants under terms of the new law.) 

Dr. Cronin said President Eisenhower is interested in 

helping nursing homes solve the hospital-bed shortage. 
* od a 

Robert S. Breakey, M.D., and David Siegel, M.D. 
are pleased to announce their association in the prac- 
tice of urology at 1211 Bank of Lansing Building, Lan- 
sing 16, Michigan. 

* * * 

Dr. R. J. Himmelberger of Lansing was installed as 
the new President, at the annual meeting of the Michi- 
gan Society of Anesthesiologists held on October 1. 
Dr. Edward D. Conner of Detroit was elected President- 
elect, and Dr. Donald Hesselschwerdt of Detroit was 
elected Secretary-Treasurer. Dr. W. G. Mackersie of 
Detroit was elected to be the official delegate to the 
ASA meeting, with Dr. Ferdinand Greifenstein of De- 
troit as alternate delegate. 

‘a - . 

The American College of Radiology in a news re- 
lease for November, 1954, quoted from a paper “Roent- 
gen Diagnostic Aids in Acute Pediatric Emergencies” 
by Stuart P. Barden, M.D., which was published in 
THE JourNAL of the Michigan State Medical Society, 
September, 1954. 

+ _ = 

The Fifty-First Annual Congress on Medical Educa- 
tion and Licensure will be held at the Palmer House 
in Chicago, February 5-8, 1955. This is conducted 
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under the auspices of the Council on Medical Educa- 
tion and Hospitals of the American Medical Associa- 
tion, the Federation of State Medical Boards of the 
United States, and the Advisory Board for Medical 
Specialties. 

* * * 

“If every employe of General Motors, Chrysler, and 
U.S. Steel failed to report for work for a full year, the 
loss in time and earnings would not exceed the loss 
caused by accidents that same year.’—Reported in 
Lansing Journal. 

* * * 

A very fine editorial telling of the acquisition, re- 
modeling, and dedication of the Beaumont Memorial 
was published in the October issue of the Illinots Medi- 
cal Journal. The article was written by Arkell M. 
Vaughn, M.D., President of the Illinois Medical As- 
sociation, who attended the dedication of the Memorial 
at the invitation of the Michigan State Medical So- 
ciety. 

* * # 

The Radiological Society of North America, at its 
40th annual meeting in Los Angeles, California, De- 
cember 5-10, paid tribute to the memory of Dr. Augus- 
tus W. Crane, the Kalamazoo physician who rose from 
an obscure practice to international pre-eminence as 
a pioneer in the development of the x-ray. 

The tribute was paid by Dr. Howard P. Doub, edi- 
tor of the professional x-ray journal, Radiology, and 
radiologist-in-chief at the Henry Ford Hospital in De- 
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troit, at the December 6 session in an historical lecture 
on “The Life of Dr. Augustus W. Crane”. Dr. Crane, 
who died in 1937, improvised much of his own equip- 
ment to begin his pioneer work with the x-ray in 
Kalamazoo which brought him international recognition 
in that field. 


Dr. Crane achieved international recognition as a 
result of a paper he presented at a meeting of the 
Kalamazoo Academy of Medicine on Sept. 27, 1898, 
relating his first year of pioneer work in the x-ray. The 
following year the paper was published in the Phila- 
delphia Monthly Medical Journal. 


In his Kalamazoo laboratory, Dr. Crane took some 
of the first x-rays of the stomach. World famous medical 
men visited the laboratory to view his plates of gastric 
ulcers, the appendix, and cancer of the stomach. 

* * * 


The third annual Symposium on Trauma at Wayne 
University College of Medicine consisted of two groups 
of illustrated talks on the surgical care of the injured 
presented by speakers from the State of Michigan. 
There were two intermission periods for the purpose 
of actually demonstrating in the wards of Receiving 
Hospital the subject matters discussed by the essayists. 
There were no formal discussions but ample opportunity 
for informal discussion during the “Ward Walks.” The 
speakers were assisted in the ward walk demonstrations 
by the Surgical Staff and the residents of the University 
Surgical Service. 


January, 1955 
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Program 
NE Se ARS ee Gordon H. Scott, Dean 
Anesthesia in Trauma.................. F. E. Greifenstein, M.D. 
Signs and Symptoms in Management of 

BE PPRETIIEE «0. c0scccccesvsesssencseses J. F. McGuire, M.D. 
Fracture of the Ankle ............ Joseph L. Fleming, M.D. 
Hazards of Blood Transfusion .. Elmer R. Jennings, M.D. 
Fractures of the Forearm ......... John S. Campbell, M.D. 
Clinical Evaluation of Open and Closed 

‘ERETADY OF BUTAS. .....-..0<.0s<ccre0eses¢ W. Will Glas, M.D. 


WARD WALK - Farwell Annex of Receiving Hospital 
Lunch - Cafeteria, Medical Science Building 


Courtesy of Parke, Davis & Co. 
Soft Tissue Injuries of the 

INE ocninceinsciciwexcuncws Sylvester J. O'Connor, M.D. 
Some Aspects of Chest Trauma .... Conrad R. Lam, M.D. 
Fractures of the Elbow ................ John M. Pendy, M.D. 
Management or Post-operative 

pL ll eee oe eee George L. Walker, M.D. 


WARD WALK - Farwell Annex of Receiving Hospital 
Guest Lecturer 
Fractures of the Upper 
| ae Angus D. McLachlin, M.D., Profes- 
sor of Surgery 
University of Western Toronto 
Inspection of the Operative and Research Laboratories 


of the Department of Surgery 
* * * 


The Kahn test for the detection of syphilis after 
thirty-one years still far outranks all others currently 
being used in every part of the world. According to a 
report by the World Health Organization based on 
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surveys of six regions of the world, the Kahn test, 
originated by Dr. Reuben L. Kahn, University of 
Michigan professor of serology of syphilis and chief of 
the University Hospital’s serology laboratory, is used 
in fifty-eight countries. Over 400 important laboratories 
in those countries still rely on the Kahn test for the 
detection of syphilis. This is three times more than the 
number of laboratories using the next most popular 
detection test. 


According to the report, there are still only two 
basic scientific methods for the detection of syphilis, 
One, called the “tube-flocculation,”’ is the basis for 
the Kahn test. The other, called “complement-fixation,” 
is the principle of the Wassermann test. These two test- 
ing techniques have produced a variety of refinements 
and modifications. 


The World Health report listed twenty-two different- 
ly named tests used in two or more laboratories in the 
world. The Kahn ranked first in 460 laboratories in 
fifty-eight countries; the Meinicke test ranked second in 
156 labs in twenty countries; and, the Kolmer (based 
on the Wassermann principle) ranked third in 153 labora- 
tories in twenty-four countries. 

Those regions covered by the report included Africa, 
the Americas, Europe, East Mediterranean, Southeast 
Asia, and Western Pacific. 


Since Dr. Kahn’s work has been translated into Rus- 
sian, there is reason to suppose, although the report does 
not cover this area, that the Kahn test has penetrated 
the Iron Curtain. 


* * * 


Ophthalmology, the first of the medical specialties 
to establish an American Board (1916), must face a 
serious threat to its practice. At its Annual Congress in 
Seattle, Washington, June 20-23, 1954, the American 
Optometric Association passed a number of resolutions 
expressing their belief and intent. To quote: “Resolved: 
That it is the stated policy of the American Optometric 
Association in convention assembled that the field of 
visual care is the field of Optometry and should be ex- 
clusively the field of Optometry.’ ‘Whereas, through- 
out the years the optometry laws of the several states 
have granted exemptions to certain groups and classes.” 
“Resolved that the individual state associations are 
recommended to make serious study of the optometry 
laws prevailing in their states to the end that exemptions 
be restricted, limited and ultimately eliminated and that 
encroachments by untrained, unqualified and unlicensed 
persons into the exclusive field of optometry be pre- 
vented through the established enforcement agencies in 
the respective states.” 

The implication is clear. The medically trained 
ophthalmologists are to be forced to give up refraction. 
The optometrists claim that field. They also claim to 
be able to recognize eye disease, but any ophthalmolo- 
gist knows the tragic effects of many unrecognized 
cases which could have been refracted by optometrists- 
glaucoma and diabetic retinitis—to mention only two. 

It is assumed that the coming legislature may be asked 
to carry on the suggested restrictions. 
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The Eighth Interim Session of the American Medical 
Association, held at Miami, Florida, November 28, 1954, 
to December 2, 1954, had the following registration from 
Michigan, up to the morning of December 2: 


James Barrow, Detroit; R. C. Bruder, Detroit; Henry 
K. Chall, Detroit; F. J. Chapin, Bay City; A. L. Cotton, 
Kalamazoo; H. S. Cross, Grosse Pt.; Joseph H. Curhan, 
Detroit; John S. DeTar, Milan; John F. Deiuba, Detroit; 
Dwight C. Ensign, Detroit; M. A. Gertz, Ironwood; 
Donald V. Hobbs, Detroit; O. J. Johnson, Bay City; 
Lewis D. Kaufman, Flint; Charles E. Kee, Gladstone; 
Henry J. Kehoe, Detroit; E. J. Knaggs, Wyandotte; 
Vilda S. Laurin, Muskegon; S. E. Lerman, Detroit; 
J. Hugh Lewis, Wyandotte; S. N. Little, Flint; Wm. L. 
Lowrie, Detroit; J. W. Manning, 3rd, Saginaw; John S. 
Metes, Detroit; O. W. Mitton, Battle Creek; Robert L. 
Novy, Detroit; C. J. O’Donovan, Kalamazoo; Clarence I. 
Owens, Detroit; Pauline Pevin, Detroit; Ralph H. Pino, 
Detroit; W. Earl Redfern, Detroit; Herbert Rosenbaum, 
Detroit; I. S. Schembeck, Detroit; N. H. Schlafer, De- 
troit; J. W. Sigler, Birmingham; Geo. W. Sippola, De- 
troit; A. W. Suksta, Roseville. 


Carl F. Boothby, Hartford; L. S. Fallis, Detroit; A. S. 
Friedlaender, Detroit; John E. Gleason, Detroit; George 
B. Hoop, Detroit; W. J. Kemler, Ecorse; Alton Ray 
Marsh, Detroit; George E. McKeever, Dearborn; Wm. 
H. Meade, East Lansing; Charles Patrick, Waterford; 
Wilfred N. Sisk, Kalamazoo; Edward A. Stern, Detroit; 
Donald White, Lincoln Pk.; J. P. Williams, Pontiac. 


W. W. Babcock, Detroit; Robert H. Baker, Pontiac; 
W. C. Beets, Grand Rapids; W. C. Behen, Lansing; 
S. K. Beigler, Detroit; Robert M. Bookmyer, Birming- 
ham: William Bromme, Detroit; Meyer O. Cantor, De- 
troit: Paul J. Cherney, Detroit; Elmer P. Ellias, De- 
tro: L. Fernald Foster, Bay City; J. F. Harrold, Lan- 
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sing; Wilfrid Haughey, Battle Creek; E. G. Hester, 
Saginaw; W. A. Hudson, Detroit; Willard B. Howes, 
Detroit; W. H. Huron, Iron Mountain; Joseph H. 
Kerzman, Detroit; Dale L. Kessler, Grand Rapids; Paul 
B. Kilmer, Reed City; Earl G. M. Krieg, Detroit; S. G. 
Meyers, Detroit; Saul Rosenzweig. Detroit; D. J. Sand- 
weiss, Detroit; E. W. Schnoor, Grand Rapids; J. Stanley 
Schultz, Flint; Laurence F. Segar, Detroit; E. F. Sladek, 
Traverse City; G. W. Slagle, Battle Creek; Gerald D. 
Spero, Detroit. 

T. De Leeuw, Muskegon Hts.; D. J. Drolett, Lansing; 
Jos. A. Johnston, Detroit; R. I. Larned, Detroit; F. P. 
Rhoades, Detroit; Wm. A. Siefert, Detroit. 

J. Edward Berk, Detroit; A. G. Goude, Hopkins; 
Gerald O. Grain, Detroit; John M. Hammer, Kalamazoo; 
Paul J. Ochsner, Lansing. 

W. D. Barrett, Detroit; I. Donald Fagin, Detroit; 
W. A. Hyland, Grand Rapids; J. W. James, Saginaw; 
R. A. Johnson, Detroit; C. P. McCord, Ann Arbor; 
G. C. Penberthy, Detroit; G. Shortz, Bloomfield Hills. 

Also registered were: William J. Burns, Executive 
Director, Hugh W. Brennemann, Public Relations Coun- 
sel, and J. Joseph Herbert, Legal Counsel. 


* * * 

An outstanding eight-day cruise to Bermuda and Nas- 
sau has been arranged for physicians and their wives 
following the AMA meeting at Atlantic City in June. 

The party will sail from New York at 7 p.m. Fri- 
day, June 10, aboard the palatial Furness Line steamer 
Ocean Monarch. The ship docks early Sunday at his- 
toric St. George’s Bermuda, for church services and a 
tour of the city. A sightseeing trip, a visit to Castle 
Harbour Hotel for tea and a calypso concert are set 
for the afternoon. On Monday morning a tour of 
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Hamilton, the island’s capital, is scheduled prior to sail- 
ing at 1 p.m. 

Tuesday is spent at sea with a variety of programs 
planned—or the day can be used to rest up for Nas- 
sau—the next port of call. The party goes ashore at 
Nassau, capital of the Bahama Islands, early Wednes- 
day. Beaches and cabanas of the British Colonial Hotel 
are available and a dinner dance will be held there 
that evening. 

The ship leaves Nassau at midnight and the last 
two days of the tour are spent at sea—with the tradi- 
tional gala party set for the last night aboard. The ship 
docks in New York at 9 a.m. Saturday, June 18. 

All space is being held for the AMA and reserva- 
tions should be made immediately. For further infor- 
mation, contact W. M. Moloney, Chicago, Burlington 
and Quincy Railroad, 105 West Adams St., Chicago. 


The fifteenth annual Parent Institute at the Nursery 
School of the Michigan School for the Deaf, will be 
held March 27 through April 2, 1955, on our campus. 

The program for the parents, consisting of classes, 
observations, consultations, scheduled tours and lectures, 
has been planned to assist parents with their child dur- 
ing the preschool years. There is much parents can do 
to train their child during these early years and help 
him to develop habits and patterns which will be im- 
portant to him throughout his life. 
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The program for the children is one of attendance 
at a nursery school to help start them on the road to 
new experiences in learning. 

The key speaker for the fifteenth annual institute will 
be Dr. L. D. Hedgecock, Consulting Audiologist of the 
Mayo Clinic in Rochester, Minnesota. He will climax 
the Parent Institute-Nursery School program by speak- 
ing at a banquet April first on “Speech and Hearing 
Problems of the Young Deaf Child.” 


Other speakers for the evening lecture series will 
be: Mr. Keith Osborn, Department of Infancy and 
Early Childhood, Merrill Palmer School, Detroit; Dr. 
Harold Powell, Wayne University, Detroit; Dr. Kendall 
Hooper, Otologist, Flint; Mary Blair, Consultant Special 
Education Division, Department of Public Instruction, 
Lansing. 

Parent classes will be under the direction of Mr. 
Thomas H. Poulos, Principal, Michigan School for the 
Deaf. 


* * * 


More than 15,000 physicians will gather in fifty-seven 
cities on February 24, 1955, to watch the largest closed- 
circuit television program ever staged. The program, 
jointly sponsored by the American Academy of General 
Practice, Kansas City, Missouri, and Wyeth Labora- 
tories of Philadelphia, will feature six internationally 
known medical authorities who will discuss “How to 
Control Streptococcal Infection.” 
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DAILY HALF-HOUR LECTURES BY OUTSTANDING TEACHERS AND SPEAKERS on 


subjects of interest to both general practitioner and specialist. 


SCIENTIFIC EXHIBITS worthy of real study and helpful and time-saving TECHNICAL 


The CHICAGO MEDICAL SOCIETY ANNUAL CLINICAL CONFERENCE should be a MUST on the 
calendar of every physician. Plan now to attend and make your reservation at the Palmer House. 


Palmer House, Chicago 
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NEWS MEDICAL 





Conveniently = in 





One Ia apids 


¢ Hospital 
Equipment 


e¢ Pharmaceuticals 


¢ Office 
Equipment 


¢ Physicians’ 
Supplies 


e Trusses 
¢ Surgical Garments 


¢ Physiotherapy 
Machines 


Medical Arts Supply Company 


233 Washington S. E. 


Phone 9-8274 


Grand Rapids 3, Mich. 


Medical Arts Pharmacy 


20-24 Sheldon S. E. 


Phone 9-8274 


Grand Rapids 2, Mich. 





The eighth annual Postgraduate Course on Diseases 
of the Chest, sponsored by the Council on Postgraduate 
Medical Education of the American College of Chest 
Physicians, is scheduled for the Bellevue-Stratford Hotel, 
Philadelphia, March 7-11, 1955. For information write 
to the Executive Director, American College of Chest 
Physicians, 112 East Chestnut St., Chicago 11, Illinois. 


* * * 


The World Health Organization reports that the Kahn 
test, originated by Dr. Reuben L. Kahn, Ann Arbor, still 
far outranks all other tests currently being used in every 
part of the world for the detection of syphilis. The Kahn 
test has been used for thirty-one years. 


* * * 


The AMA’s Eighth Clinical Meeting in Miami, had 
a total registration of 7,707. During the meeting, the 
Board of Trustees announced appointment of a 13- 
member commission to make a comprehensive survey 
of the various types of plans through which the Ameri- 
can people receive medical services. The commission, 
which will begin work immediately, will be headed by 
Leonard W. Larson, M.D., of Bismarck, N. D., a mem- 
ber of the Board of Trustees. Mr. Jay C. Ketchum, 
Detroit, Executive Vice President of Michigan Medical 
Service, has been appointed a member of the commission. 

* * * 
The Ciba Pharmaceutical Products, Inc., in co-opera- 


tion with the American Medical Association, will sponsor 
weekly. a fifteen-minute television show entitled ‘“Hori- 
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zons.” The program will be broadcast live on Sundays 
at 9:15 p.m., E.S.T., over WXYZ-TV, Detroit. 


* * * 


The American Public Health Association will hold its 
83rd annual meeting at the Municipal Auditorium, Kan- 
sas City, Missouri, November 14-18, 1955. 


* | @ 


The seventh annual meeting of the American Academy 
of Forensic Sciences will be held in the Biltmore Hotel, 
Los Angeles, on February 17-18-19, 1955. Further infor- 
mation may be obtained by writing Dr. W. J. R. Camp, 
University of Illinois College of Medicine, 1853 W. 
Polk St., Chicago, Illinois. 


* * * 


The American Academy of Allergy announces a post- 
graduate teaching program on February 4-5-6, 1955, in 
New York City. For information contact the American 
Academy of Allergy, 208 E. Wisconsin Ave., Mil- 


waukee 2, Wisconsin. 
¥* * * 


The annual meeting and scientific session of The 
American Academy of Allergy will be held February 
7-8-9, 1955, at the Hotel Statler, New York City. 


* * * 


New Blue Cross rates will take effect on the Febru- 
ary, 1955 monthly renewal date of your policy. Several 
minor benefit changes are also being made at this time. 
Also, a new type of Blue Cross contract for those sub- 
scribers who feel they would prefer to have hospital 
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Relax the best way 


... pause fo 
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Time out for 
refreshment 


¥ Coke 





Comb ela 





service coverage begin after the first few dollars of cost, 
and at a rate lower than for the comprehensive plan, 
will be announced. This new plan will be called the 
Co-operative Contract and provides 365 days—a whole 
year—-of needed hospital care. 

2 * * 

The Council on Undergraduate Medical Education 
of the American College of Chest Physicians offers three 
cash awards to be given annually for the best contribu- 
tion, prepared by any undergraduate medical student 
studying for a degree in medicine, on any phase of the 
diagnosis and treatment of chest diseases (heart and/or 
lungs). For information write Executive Director, Amer- 


ican College of Chest Physicians, 112 E. Chestnut St., 


Chicago 11, Illinois, no later than April 10, 1955. 
~ * * 

Life insurance companies have contributed more than 
$1,000,000 to the National Fund for Medical Education. 
_ ” * 

The Michigan State Board of Alcoholism is again 
announcing scholarships to the Yale University Summer 
School of Alcohol Studies, 1955 session. Physicians who 
are interested in broadening their knowledge of alcholism 
and its treatment are encouraged to address inquiries to 
George G. Nimmo, Educational Director, State Board of 
Alcoholism, 102 South Walnut Street, Lansing, Michigan. 
The final ‘date for receiving applications is February 15, 
1955. The scholarships will provide for registration, 


120 


Say you saw it in the Journal of the Michigan State Medical Society 


tuition, and room and board (exclusive of Sunday meals). 
The session begins June 26 and ends July 21. 


* * * 


MEDICAL TELEVISION SHOWS OVER WJBK-TV 
Sportsored by the Michigan Health Council 


DaTE SUBJECT GUESTS 
Nov. 7. Michigan Fights H. Waldo Bird, M.D., 
Epilepsy Detroit 
Willard W. Dickerson, M.D., 
Caro 


Raymond W. Waggoner, 
M.D., Ann Arbor 


Nov. 14 Diabetes Week Laurence Segar, M.D., 


Detroit 
Myer Teitelbaum, M.D., 
Detroit 
Nov. 21 The Convalescent Edward H. Fenton, M.D., 
Child Detroit 
Nov. 28 FILM 
CORRECTION 


The Campaign Committee of the Wayne University 
Medical Library Fund sincerely regrets an error shown 
in the publication of the Medical Library Fund Honor 
Roll. Three doctors were erroneously and unintentionally 
indicated as deceased. They are: Perry Goldman, M.D.; 
I. Z. Silvarman, M.D.; Ralph Wadley, M.D. 
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A SECOND LOOK AT MEDICAL COLOR TELEVISION 
(Continued from Page 95) 


entirely by speech, as in an orthodox platform Widespread utilization of color television for 
presentation, and translate much of it to a visual medical instruction does not mean that teaching 
form or context. One physician in a clinic deal- physicians will have to be part actors, part TV 
ing with hepatitis gradually gave his patient a technicians. It does mean that they will have 
jaundiced appearance by the use of green filters at their disposal a method which renders their 
and a studio spotlight. The audience laughed, as teaching techniques at once more flexible, more 
he expected they would, but his point undeniably visually clear and, through reaching a larger 
made a lasting impression. audience, more effective. 





At the 
MICHIGAN CLINICAL INSTITUTE 
Sheraton-Cadillac Hotel, Detroit 
March 9, 10, 11, 1955 


You'll Find 
WHAT’S NEW, DOCTOR, THAT YOU CAN USE! 


(No registration fee) 
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— Yes doctor, 

* Mephson ——" 
(Mephenesin : AMA. Seal 

© Buffonamide — in addition 
(Acet-Dia-Me iealiee 
Sulfonamides fontiemeets 


which has also become a symbol of quality during the past 
decade. These outstanding pharmaceuticals are interna- 
tionally distributed and are ethically promoted in the lead- 
ing medical journals. 

You can prescribe or dispense Tutag Pharmaceuticals with 
the utmost of confidence. Let us prove to you that fine 
pharmaceuticals can be economically produced for you and 
your patients. 








SEND FOR A COPY OF OUR NEW DESCRIPTIVE LIST 
TABLETS e OINTMENTS e LIQUIDS ° INJECTABLES 








January, 1955 121 
Say you.saw it in the Journal of the Michigan State Medical Society 

































THE DOCTOR'S LIBRARY 











Acknowledgment of all books received will be made in this column, 
and this will be deemed by us as full compensation to those 
sending them. A selection will be made for review, as expedient. 





ALCOHOLISM, by Jackson A. Smith, M.D., Director 
of the Alcoholic Clinic, Jefferson Davis Hospital; 
Assistant Professor of Psychiatry, Baylor University 
College of Medicine, Houston, Texas; Diplomate of 
the American Board of Psychiatry and Neurology; 
Staff of the Jefferson Davis Hospital, Methodist Hos- 
pital, Hermann Hospital, Houston Tuberculosis Hos- 
pital and Southern Pacific Hospital. Philadelphia, 
so” Montreal: J. B. Lippincott Company. Price 
3.00. 


NEW AND NONOFFICIAL REMEDIES. Containing 
descriptions of the articles which stand accepted by 
the Council on Pharmacy and Chemistry of the 
American Medical Association on January 1, 1954. 
Issued under the direction and supervision of the 
Council on Pharmacy and Chemistry, American Medi- 
cal Association. Philadelphia, London, Montreal: J. 
B. Lippincott Company, 1954. Price $2.65. 


THE PEPTIC ULCER INDIVIDUAL. A study in 
heredity, physique, and personality by Gerdt Wret- 
mark, MED. LIC., MLM. Lund 1953 Hakan Ohls- 
sons Boktryckeri. From the Department of Medicine, 
Central Hospital, Orebro (Former Head: Professor 
Haqvin Malmros, M.D.; Present Head: Gustav Myhr- 
man, M.D.), the Department of Surgery, Central 
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Battle Creek Sanitarium 


88th Year of 
Continuous Service 


A general medical institution 
fully equipped for diagnostic and 
therapeutic service. Close co- 
operation with home physicians 
in management of chronic dis- 


eases. 


For rates and further information, 
address Box 40 


THE BATTLE CREEK SANITARIUM 


Battle Creek, Michigan 


Not affiliated with any other Sanitarium 
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Hospital, Orebro (Head: Professor Gosta Bohmans. 
son, M.D.), the Department of Psychiatry, Sahlgren’s 
Hospital, Gothenburg (Head: Docent Bengt J. Lind. 
berg, M.D.) and the Department of Psychiatry, Uni- 
versity of Lund (Head, Professor Erik Essen-Moller, 
M.D.). Copenhagen: Einar Munksgaard, 1953. Trans. 
lated by Mr. L. James Brown. 


CHILDREN FOR THE CHILDLESS. A concise ex- 
planation of the medical, scientific, and legal facts 
about conception, fertility, sterility, heredity, and 
adoption. Edited by Morris Fishbein, M.D., with chap- 
ters by Sidonie Matsner Gruenberg, Morris Fishbein, 
M.D., Edward Weiss, M.D., I. C. Rubin, M_D., 
Nicholas J. Eastman, M.D., 1. P. Greenhill, M.D. 
Fred B. Kyger, M.D. and Richard L. Jenkins, MD. 
and Benjamin C. Gruenberg, Ph.D. Garden City, 
New York: Doubleday & Company, Inc., 1954. Price 
$2.95. 


HUMAN LOCOMOTION AND BODY FORM. A 
study of gravity and man by Dudley J. Morton, M. 
D., Formerly Associate Professor, Department of 
Anatomy, also Associate Clinical Professor, College of 
Physicians and Surgeons, Columbia University. With 
the collaboration of Dudley Dean Fuller, Associate 
Professor, Department of Mechanical Engineering, 
Columbia University. Baltimore: The Williams and 
Wilkins Company, 1952. 


ACUTE ANURIA. A study based on renal function 
tests and aspiration biopsy of the kidney by Claus 
Brun. Copenhagen: Ejnar Munksgaard, 1954. Price 
D.kr. 30.00. 


A DOCTOR TALKS TO WOMEN. What they should 
know about the normal functions and common dis- 
orders of the female organs. By Samuel Raynor 
Meaker, M.D. New York: Simon and Shuster, 1954. 
Price $3.95. 


PRACTICE OF ALLERGY. By Warren T. Vaughan, 
M.D., Richmond, Virginia. Revised by J. Harvey 
Black, M.D., Dallas, Texas. Third Edition. Saint 
Louis: The C. V. Mosby Company. Price $21.00. 


Those engaged in the practice of medicine find it 
impossible to avoid the field of allergy. The progressive 
strides that medicine has taken have shown the greater 
importance of allergy in disease states so that it will be 
necessary for physicians to become more familiar with 
allergic manifestation. It is true that pharmaceutical 
companies have made it possible for physicians to handle 
a limited amount of allergies with a minimum of knowl- 
edge. However, this does not get to the crux of the 
problem. 

This text is a well written revised third edition of 
a well-established, well-accepted book dealing with the 
practice of allergy. It is well indexed. Its scope covers 
the field of allergy in an exhaustive manner. It has 
taken many man hours to compile the wealth of material 
contained within its covers. This book deals with the 
many allergies including inhalants, food, contact, physi- 
cal factors and their means of diagnosis and treatment. 

The theoritic physiology of allergy is included as 
well as extensive pollen surveys, and illustrations of 
plants which cause pollinosis. 

Pre-seasonal and co-seasonal therapy are included as 
well as bacterial allergens. The fungi and drugs which 
cause allergic manifestation are well covered. 
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_— for sandura | 


ILLUSTRATED — protects instruments from shock. The en- 


Allyn Oto- tire case can be washed or sterilized with 
scope - Ophthalmoscope 
Set No. 983, complete with alcohol. 


THE MEDICAL SUPPLY CORPORATION 


DETROIT 
TEmple 1-4588 


The new WELCH ALLYN instrument 
case that offers you far greater 


° DURABILITY 

* CLEANLINESS 

° COMPACTNESS 
° BEAUTY 


The Sandura Case is molded in reinforced 
material to stand great shock or abrasion, 
with tarnish-proof soft rubber lining which 





Detroit 1, Michigan 














Diagnostic studies and methods of performing are 
well covered. The pharmacological approach to allergy 
is up to date and well written. 

This text is exceedingly well written and is replete 
with a tremendous source of information on the allergic 
diseases and should be a must for those engaged in the 
practice of allergy and internal medicine. It can be 
recommended for medical students, medical libraries 
and dermatologists. V. B. L. 


THE MANUAL OF ANTIBIOTICS 1954-1955. Prepa- 
rations, Therapeutic Index, Generic and Trade Names, 
Producers. Prepared under the editorial direction of 
Henry Welch, Ph.D., New York: Medical Encyclope- 
dia, Inc. Distributed by American Pharmaceutical As- 
sociation, 2215 Constitution Ave. N.W., Washington, 
D. C. Copyright 1954 by Medical Encyclopedia, Inc., 
New York, N. Y., U.S.A. Copyright under the Inter- 
national Copyright Union. Price $2.50. 


A few years ago the profession was confounded by the 
profusion of vitamins produced under different names 
by different manufacturers, and we remember hoping 
some order could be brought out of the chaos. The same 
thing now holds for antibiotics. Penicillin is produced by 
many manufacturers, and one particular product has 
thirty-six trade names—each manufacturer attaching his 
Own name. It is now difficult to be perfectly sure what 
is meant by a name. 


This book is a compilation, alphabetically, of the anti- 
biotics produced by all the recognized manufacturers, 
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which are readily available. There are 76 pages giving 
indications and ingredients on one column, and the trade 
names on the other. There are 11 pages of index of trade 
names, and a manufacturers’ index. 


This is very compact and concise and seems to us 
would be extremely useful to any doctor prescribing 
antibiotics. 


THE CONCEPT OF SCHIZOPHRENIA. By W. F. 
McAuley, M.D., Belf., D.P.M., R.C.P.S.I., princi- 
pal psychiatric registrar, Downshire Hospital North- 
ern Ireland; late Surgeon Lieutenant R.N.V.R. With 
a foreword by John H. Ewen, F.R.C.P., D.P.M., for- 
merly physician and lecturer in Psychological Medi- 
cine at the Westminster Hospital. New York: Philo- 
sophical Library. Price $3.75. 


Any disorder accounting for “45 per cent of the resi- 
dent population of mental institutions” certainly deserves 
the attention of the medical profession as a whole, to say 
nothing of society in general. The added fact that it 
is many times a life long disorder, with its onset between 
the ages of fifteen and thirty, should bring it even more 
consideration. 


In this volume the author presents a surprisingly com- 
plete résumé of this pressing problem. Though it is diffi- 
cult to select any portion, the chapters on “Neuro- 
physiology” and “Treatment” should be _ particularly 
interesting and of value for those practitioners not ac- 
tively engaged in psychiatry. The author is to be com- 
mended for presenting such an excellent guide to the 
subject of schizophrenia in such a small book. 
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HANDBOOK OF MEDICAL TREATMENT. Edited 
by Milton J. Chatton, A.B., M.D., Director of Medi- 
cal Institutions, Santa Clara County, California; 
Superintendent of Santa Clara County Hospital, San 
Jose, California; Assistant Clinical Professor of Medi- 
cine, University of California School of Medicine, 
San Francisco; Sheldon Margen, M.A., M.D., Asso- 
ciate Research Biochemist, Department of Physio- 
logical Chemistry and Clinical Instructor in Medi- 
cine, University of California School of Medicine, 
San Francisco; and Henry D. Brainerd, A.B., M.D., 
William Watt Kerr Associate Professor of Clinical 
Medicine, University of California School of Medi- 
cine, San Francisco; Visiting Physician, Chief of 
Medical Service, San Francisco Hospital, San Fran- 
cisco. Fourth Edition. Los Altos, California: Lange 
Medical Publications, 1954. Price $3.00. 


This is a pocket sized handbook dealing with medical 
disease entities. It is compact and contains within its 
covers the medical management and treatment of a 
multitude of medical problems. The information is 
didactic given in step-like fashion arranged in a very 


orderly manner. 


The therapeutic programs outlined embrace the most 
recent drugs which are available, and are exceedingly 
well done. 


Emergency treatments are included as well as chemo- 
therapeutic agents. The indexing is excellent. 

This small book can be recommended for medical 
students, residents, interns, the practicing physician, and 
should be found in every doctors’ office and doctors’ 
bag. 


THE DOCTOR’S LIBRARY 





SAMMOND PLEASANT LODGE 


Offers to the elderly and chronically ill 


Peace and quiet. Freedom of a large and richly 
furnished home and acres of lawns and wooded 
rolling grounds, scientifically prepared tasty 
meals, congenial companionship. A real 


"Home away from Home” 


Appreved by the American Medical Association 
and Michigan State Department of Social Wel- 
fare—Highly recommended by members of the 
Medical Profession who have had patients at 
the Lodge. 


For turther information write to: 


SAMMOND PLEASANT LODGE 


124 West Gates Street 


Romeo, Michigan 
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The text is well written, thought provoking, and 
presented in an acceptable manner. It is stimulating to 
read on such a complex and difficult problem. 

The book can be highly recommended to general 


practitioners, . surgeons, internists, 
medical students. V. B. L. 


pediatricians and 


COLOR ATLAS OF PATHOLOGY. Endocrine System, 
Including Pituitary, Thyroid, Parathyroid, Adrenals 
and Pancreas, Gynecology and Obstetrics, Including 
Reproductive Organs; Breasts, Male Genital Tract, 
Skin. Illustrated with 1032 figures in color on 343 
plates. Philadelphia, London, Montreal: J. B. Lip- 
pincott Company, 1954. Price $20.00. 


This is a second volume of a projected three-volume 
work. When the first book of the series appeared late 
in 1950, it was generally conceded that no comparable 
endeavor in the field of illustrative pathology existed, 
unless it might have been the now out-dated volumes 
of the German written Henke and Lubarsch. The large 
section devoted to breast tumors is particularly out- 
standing. In many instances this issue appears to be 
even better than the 1950 effort. This is due to the in- 
creased number of gross illustrations, not only of or- 
gans and tumors, but also of the individual patients, 
and this contributes to a better correlation between the 
gross and the microscopic pictures. The text, as in its 
predecessor, is terse and definitely to the point. To those 
who are familiar with the cost of color plates, and in 
this instance well over 1000 appear, it is financially im- 
possible to consider selling a volume for this price, unless 
some type of subsidy is considered. In this case the as- 
sistance is from the U. S. Naval Medical School and 
Medical Center. It is recommended to all physicians 
without reservation and particularly surgeons, gynecolo- 
gists, and urologists. 

A.A.H. 


FLUID AND ELECTROLYTES IN PRACTICE. By 
Harry Statland, M.D., Associate in Medicine, Uni- 
versity of Kansas School of Medicine; Consultant in 
Medicine, Veteran’s Administration Hospital, Kansas 
City, Missouri; Attending Physician, Menorah Medi- 
cal Center, Kansas City, Missouri. Philadelphia, Lon- 


don, Montreal: J. B. Lippincott Company. Price 

$5.00. 

Fluid and electrolyte considerations have been of ut- 
most concern to all practicing physicians, but the 


method of handling these problems is not always easy 
to approach or handle. Many texts have been written 
concerning the problems and many are complex beyond 
the comprehension of the physician. 

Here is a text written in a clear manner where the 
reader is able to grasp the problem and understand it, 
and is not lost in a maze of data which only serves 
to confuse and lose the reader after a few short sen- 
tences. The text is divided into two parts and deals 
with medical, surgical and pediatric fluid and electro- 
lyte disturbances. The general principles are laid down 
in a clear concise manner, and affords easy understand- 
ing of the pathologic disturbances. 

A very interesting feature of this text is that it also 
deals with magnesium disturbances, and important «lec- 
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that the following Meyer products 
lave been awarded Council Acceptance: 


:A004 AMINOPHYLLINE 33/, GR., 10 CC AMPUL 

:A003 AMINOPHYLLINE 71/. GR., 2 CC AMPUL 

:A005 AMINOPHYLLINE 71/2 GR., 20 CC AMPUL 

:B106 AMINOPHYLLINE 100 MG. (11/. GR.) TABLET 
:B108 AMINOPHYLLINE 200 MG. (3 GR.) TABLET 

:B109 AMINOPHYLLINE 200 MG. (3 GR.) E. C. TABLET 
:A035 ESTRONE 1 MG., 10 CC VIAL 

:A120 NEOSTIGMINE METHYLSULFATE, 1 CC AMPUL 
:A057 PROGESTERONE 25 MG.., 10 CC VIAL 

:A006 SODIUM ASCORBATE 100 MG., 2 CC AMPUL 
:A007 SODIUM ASCORBATE 200 MG., 2 CC AMPUL 
:A008 SODIUM ASCORBATE 500 MG., 5 CC AMPUL 
:A070 TESTOSTERONE SUSPENSION 25MG., 10 CC VIAL 
:A117 TESTOSTERONE SUSPENSION 50 MG.., 10 CC VIAL 


MEYER CHEMICAL CO., INC. DETROIT 24, MICHIGAN 
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trolyte but often avoided or relegated to a minor role. 
The treatment of depletion problems is well done. 


The solutions available are included and discussed. The ¢. All important laboratory exam- 

bibliography is replete and recent. The index is excel- ° ° ° ° 
ro inations; including— 

lent. The major pathologic considerations are well cov- 

ered and again the reader has the feeling he is not lost 


or has to retrace his reading steps as he progresses into Tissue Diagnosis 


their management. V. B. L. The Wassermann and Kahn Tests 


Blood Chemistry 


PRIMER OF ALLERGY. A guidebook for those who 
must find their way through the mazes of this strange 


Bacteriology and Clinical Pathology 


and tantalizing state. By Warren T. Vaughan, M.S., : 

M.D., Richmond, Virginia. With illustrations by John Basal Metebetion 

P. Tillery. Fourth Edition Revised by J. Harvey Aschheim-Zondek Pregnancy Test 

Black, M. D., Dallas, Texas. Saint Louis: The C. V. : 

Mosby Company. Price $4.25. ev Therapy with rest rooms for 
: atients 


Previous editions of this primer have been well re- 
ceived and this should be no exception. Electrocardiograms 
The difficulty in caring for allergic patients is a time- 
consuming and often frustrating problem. This primer 
will save the allergists a great deal of time and ex- Central Laboratory 
Planations. It is comically illustrated to appeal to the 
patient or relative. The question-answer method is used Oliver W. Lohr, M.D., Director 
to bring understanding to the patient. 537 Millard St. 

General directions and instructions are included and Saginaw 
are well done. . 

This text will be of great value to those involved Toe. Se Seay 


in the practice of allergy and will save the physicians The pathologist in direction is recognized 
by the Council on Medical Education 
and Hospitals of the A.M.A. 


4 great deal of time. It will make the balky patient see 
the physicians problems. It is well written and can be 
tecommended for patient use. V. B. L. 
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Cook County Graduate School of Medicine 


INTENSIVE POSTGRADUATE COURSES 


STARTING DATES, SPRING 1955 


SURGERY—Surgical Technic, two weeks, January 24, 
February 7. 
Surgical Technic, Surgical Anatomy and Clinical Sur- 
gery, four weeks, March 7 
Surgical Anatomy and Clinical Surgery, two weeks, 
March 21 
Surgery of Colon and Rectum, one week, February 28 
Basic Principles in General Surgery, two weeks, 
March 28 
General Surgery, one week, February 14; two weeks, 
April 25 
Gallbladder Surgery, ten hours, April 11 
Fractures and raumatic Surgery, two 
March 14 
GYNECOLOGY—Office and Operative Gynecology, two 
weeks, February 14 
Vaginal Approach to Pelvic Surgery, one week, Feb- 


ruary 7 
OBSTETRICS—General and Surgical Obstetrics, two 
weeks, February 28 
MEDICINE—Two-week Course May 2 
Electrocardiography and Heart Disease, two weeks, 
March 14 
Gastroenterology, two weeks, May 16 
Gastroscopy, two weeks, March 21 
Dermatology, two weeks, May 9— 
RADIOLOGY—Diagnostic Course, two weeks, Febru- 
ary 28 . 
Clinical Uses of Radio Isotopes, two weeks, April 25 
Radium Therapy, one week, May 23— 
PEDIATRICS—Intensive Course, two weeks, April 4 
Clinical Course, two weeks, by appointment 
Cerebral Palsy, two weeks, June 13 
UROLOGY—Two-week Urology Course, April 18 
— Practical Course in Cystoscopy every two 
weeks 


TEACHING FACULTY—ATTENDING 
STAFF OF COOK COUNTY HOSPITAL 


ADDRESS: REGISTRAR, 707 South Wood Street, 
Chicago 12, Illinois 


weeks, 


(Continued from Page 88) 


hospital charges which has not been discussed. Un. 
til a very few years ago, the payments for help 
(labor) in hospitals was estimated at less than 
50 per cent of the whole bill. Today that has 
reached approximately 72 per cent. Here alone is 
an item almost sufficient to account for the new 
rate increase. 


In an effort to provide adequate hospital cov- 
erage to large numbers who need protection but 
feel they cannot afford the new rates, Michigan 
Hospital Service has offered a new co-operative 
and comprehensive plan. The rates are minimum, 
but the insured assumes as his co-operative part, 
the basic hospital charges, room, board, and rou- 
tine nurse service for the first two days—estimated 
to be about $25, also $2 per day of hospitaliza- 
tion up to sixty days, after which he is covered 
for a full 365 days. This is an extension of liability 
to a full year, but the patient underwrites part of 
it. 

This new policy opens an avenue of insurance 
many times suggested and universally adopted by 
We hope it 
solves some of our problems, as it did for auto 


automobile insurance companies. 


insurance. 





TESTIMONIAL BANQUET 
March 10, 1955 


Sheraton-Cadillac Hotel, Detroit 


» Ten To Be Honored q 


All MSMS Members Will Be Invited 
Make Plans To Attend 











Classified Advertising 


$2.50 per insertion of fifty words or less, with an 
additional five cents per word in excess of fifty. 
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FOR SALE: Going practice and equipment. Good 
possibility for a young man with initiative. Reason 
for selling—ill health and age. Fifty years in the 
same vicinity. Liberal terms. Will introduce. P. J. 
Kriekard, 1105 Alpine Avenue, Grand Rapids 4, 
Michigan. 
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